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Treatment of Chronic Cervicitis 
By KARL JOHN KARNAKY, M.D.,* Houston, Texas 


ERVICITIS is one of the most com- 
mon conditions seen by any one treat- 
ing female patients, yet, it is one of the 
most maltreated conditions in medicine. 
The diseased cervix has been shown 
te be related to arthritis, urinary tract 
infection, systemic infection, and to 
cause bilateral abdominal pains due to 
pelvic lymphatic involvement. The en- 
larged painful pelvic lymph nodes 
cause the patient to seek relief because 
of bilateral lower abdominal pains. Many 
ef these patients have had their Fallop- 
ian tubes removed, or have been 
diagnosed as having gonorrheal salping- 
itis; some patients have even had their 
uterus removed. 


Types 

Cervicitis may be acute or chronic, 
mild or severe, productive or non-pro- 
ductive of leukorrhea. The most com- 
mon symptom or sign is a thick, sticky 
leukorrhea which does not itch or burn, 
If the cervicitis is due to Monilia albi- 
cans or Trichomonas vaginalis, there is 
an associated thin itchy leukorrhea. The 
two erganisms cause exo-cervicitis. 

Cervicitis may be of such long standing 
as to make one suspicious of malig- 
nancy or actual malignancy of various 
grades may occur. 


Cervicitis in Girls 
Cervicitis in the young girl near 


*From the Cervicitis Clinic, research divi- 
sion, Jefferson Davis Hospital, and Baylor 


University, College of Medicine, Houston, 
Texas. 


puberty is usually due to a congenital 
ectropion which has been dormant and 
then, under the influence of estrogen, 
begins to produce mucous or the estro- 
gen begins to produce such an acid 
vaginal secretion that this secretion in 
turn stimulates the ectropion to produce 
mucous, or both. 

In some cases, the young girl produces 
an injury with her finger nail or with 
some object, and this break in the 
mucosa becomes infected with pyogenic 
organisms. The presence of pyogenic, 
alkaline producing microorganisms, in 
turn causes growth of endocervical cells 
out onto the vaginal portion of the 
cervix. 

Adult Cervicitis 

Cervicitis during married life may be 
due to gonorrhea, but more often to 
pyogenic microorganisms or an infected 
laceration of the cervix following labor. 
Granuloma inguinalie, syphilis, or tuber- 
culosis may involve the cervix. We 
have had only one case of each in 10 
years of cervicitis research. Monilia and 
Trichomonas vaginalis often cause exo- 
cervicitis. 

Senile Cervicitis 

In the woman past the menopause, 
senile changes, Trichomonas vaginalis 
and cancer cause cervicitis. 

Classification of cervicitis: 

I. Acute, II. Sub-acute, III. Chronic 
Cervicitis may be also classified as: 
1. Acute exo-cervicitis 
2. Chronic exo-cervicitis 
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3. Acute endocervicitis 

4. Chronic endocervicitis 

5. Acute endo-exocervicitis 
citis) 

6. Chronic endo-exocervicitis (pancer- 
vicitis) 

7. Ectropion 

8. Eversion 

9. Erosion (cervical ectasia) 

10. Hypertrophy 

11. Cystic degeneration of the cervix. 


(pancervi- 


Therapy 


Acute cervicitis clears up on its own 
accord in two to four weeks if left 
alone and if sulfadiazine is given, two 
tablets three times a day and at bed 
time for 4 to 5 days. 

Chronic cervicitis accounted for 94 
per cent of cervicitis cases seen in our 
cervicitis clinic. 

Grade I. Chronic exocervicitis: 

This is usually the cervicitis seen in 
cases of syphilis, leptothrix in Monilia, 
Trichomonas, non-specific and mild gon- 
orrheal infections. There are true mi- 
croscopical ulcers in the mucosal and 
submucosal layers. 

Grade II. Chronic exocervicitis (ectro- 
pion): 

This is the type of cervicitis seen 6 
weeks to 6 months after childbirth. It 
may be present before, during and after 
the next pregnancy or pregnancies. This 
type of cervicitis is an ectropion, en- 
docervical columnar cells growing out 
onto the cervix where normally only 
squamous epithelium is found. There 
are chronic inflammatory cells present. 

There may be two sub-types, dry and 
wet types of ectropion. There may also 
be three different colors: colorless, pale 
red and real red. There may be various 
intensities of the red color. There may 
also be various locations of red islands 
due to an attempt on the part of nature 
to replace the columnar epithelium with 
squamous epithelial cells. Squamous epi- 
thelium grows faster through some por- 
tions of columnar cells than others, so 
islands of isolated columnar epithelium 
is formed. 

The overgrowth of squamous epithel- 
ium over columnar is one of the common 
causes of Nabothian cysts of the cervix. 
The most common cause in my private 
practice has been previous cauterization. 


Gonorrheal Cervicitis 
Gonorrheal cervicitis first appears as 
an acute cherry red lesion surrounding 
the entire external os. After the acute 
stage subsides the chronic stage is 


formed which consists of columnar epi- 

thelial cells which has replaced squam- 

ous epithelial cells. (See figure 1). 

Grade III Acute and chronic endocer- 
vicitis. 

The acute endocervicitis is usually 
associated with an acute gonorrheal exo. 
cervicitis. 

Chronic endocervicitis usually follows 
acute gonorrheal endocervicitis. It may 
follow childbirth, but in my twelve years 
of studying the cervix, it followed gon- 
orrhea most often. It also follows crim- 
inal ard habitual abortion, being found 
most often after.criminal <.bortions. 
Grade IV: Lacerated, everted, infected 

cervix with or without Nabothian cysts, 

These usually follow childbirth and 
after abortions, criminal or habitual. 
These are the cervix which have been 
neglected after childbirth or after an 
abortion. 

Grade V: Hypertrophy of cervix: 

Follows long standing severe chronic 
endocervicitis, with or without an as 
sociated pelvic infection which leads to 
pelvic congestion. 


Treatment 

Within one to five days following the 
last day of menstruation, the patient is 
asked to come to the office for treat: 
ment. The patient is instructed to call 
for an appointment on the first day 
after her last menstruation. 

The patient is prepared as for gyne 
cological examination. A water moisten: 
ed speculum is gently inserted into the 
vagina and moved about so that the 
cervix is made to point directly toward 
the introitus. 

The vagina and cervix are cleaned 
with two cotton applicators. The older 
method of washing the vagina out with 
soap and water and painting with some 
antiseptic is no longer advocated. 

(a) Recent simple superficial areas 
of red ectropion from the size of 3 
small black eye pea to one half dollar 
in size are gently coagulated or cauter 
ized over the entire ectropionic area— 
not by streak method. We see no scien" 
tific reason for the streak method 
treatment. 

(b) Old (i.e., 
ectropion with many small cysts bul 
without endocervicitis are treated by 
deep ‘‘whole erosion” cauterization oF 
coagulation. If this does not get rid of 
the ectropion, then in about 2 months 
a conization or peelization is done. 

(ec) Old (six months or more) ectropion 
with chronic endocervicitis are coned 
out widely, followed by vaginal packs 
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of floraquin or negatan and cotton. First, 
a cotton plug is inserted into the coned 
area, and packed well into coned area, 
a small cotton ball is inserted over 
the entire cervix, four floraquin tablets 
are inserted, then three small cotton 
balls, followed by four floraquin tablets 
and then the rest of the vagina is packed 
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Trichomonas 
vaginitis | 


Fig. 1. 
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snugly with cotton.. This procedure is 
done twice a week for 3 weeks. After 
three weeks the patient douches with 5 
tablespoonfuls of vinegar to her douche 
bag or can, twice to three times a day 
for one month. 

(d) Chronic endocervicitis with no 
ectropion: Treatment consists in wide 


Cervix with various lesions. 
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but shallow conization followed by the 
after treatment listed above. 

(e) Large chronic hypertropied cervix 
with or without ectropion or chronic 
endocervicitis is treated by wide but 
shallow conization followed by the same 
after treatment. This prodecure may 
have to be done two to three times in 
order to get the cervix to return to 
normal. If there is an associated pelvic 
infection, this should be treated by ap- 
propriate means. ; 

(f) Chronic exo- and endocervicitis with 
or without lacerations: Treatment: Peel- 
ization of ectropion and wide but shallow 
conization of cervix followed by 
floraquin and cotton. 
NOTE: Coagulation, cauterizations or 
peelizations are done one to five days 
following the last day of menstruation. 

Most cases of exocervicitis can be 
destroyed completely by cauterization or 
coagulation. 

(g) Small, superficial, true erosions 
of the cervix and vagina are seen in 
Trichomonas, Monilia, non-specific, and 
in some gonorrheal infections. 

Small erosions of the cervix are not 
sent to the cervicitis clinic, but are 
treated by acidulated tablets (floraquin) 
and vinegar douches (acid treatment). 
The gonorrheal erosions are treated by 
the acid method of the author plus 
sulfadiazine by mouth. 

The acid treatment of superficial ero- 
sions consists in cleaning out of the 
vaginal vault with two to six cotton 


-y 
ERODED CERVIX 


applicators, followed by the insertion of 
4 to 8 floraquin tablets into the vagina. 
The introitus is plugged with cotton. 


The patient is told to remove the 
cotton plug and insert 1 to 2 floraquin 
tablets night and morning depending on 
the severity of the infection, for twelve 
days. After each insertion of tablets a 
new cotton plug is inserted. After twelve 
days, 5 tablespoonfuls of white or red 
vinegar is prescribed twice a day for 
four months. Douches are to be taken 
lying down and the vagina is distended 
with the vinegar and water mixture. 
After the vagina is full, the pressure 
on the labia is released so that the 
douche mixture rushes from the vagina. 
This is repeated over and over until 2 
quarts of the acid mixture is used. If 
there is a remaining ectropion, this is 
treated by cauterization or coagulation. 

The above treatment is based on twelve 
years of cervicitis research in the Cer- 
vicitis Clinic at the Jefferson Davis Hos- 
pital, Houston, Texas, where more than 
500 conizations, many coagulations and 
cauterizations, are performed each year, 
and on 42 conizations, 128 coagulations, 
and 11 peelizations performed in my 
private practice. 

During the past 10 years we have had 
709 carcinomas of the cervix at the Jef- 
ferson Davis Hospital. During this same 
period, more than 5,000 cervicies have 
been coned. So far not one case in the 
5,000 coned have developed carcinoma. 
326 Medical Arts Building 


Fig. 2. Conization of the cervix 
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Cardiovascular Highlights of the War* 


By IRVING S. WRIGHT, M.D.,+ Chicago, Illinois 


ORONARY occlusion in young per- 

A sons has been observed for some 
years. We do not know whether the ac- 
tual incidence has been increased by 
the physical and emotional stress of 
Army life but the personal experience 
of seeing from three to six patients un- 
der 30 years of age each month who 
have developed coronary occlusion is im- 
pressive. 

The report of French and Dock, from 
the Army Medical Museum, dealing with 
one hundred fatal cases in young sol- 
diers under 36 is worthy of comment. 
There was no racial predilection. Obesity 
appeared to be significantly important. 
Seventy-three of eighty men studied were 
over-weight. Only two were thin. 

Sudden death without a history of pre- 
vious symptoms is not exceptional. Thir- 
ty-nine of the hundred fatal cases died 
suddenly. Only one out of eight survived 
for an hour after the onset of the fatal 
episode. In only one-third of their cases 
was there prodromal evidence of heart 
disease. Of thirty nine with scars in 
their hearts, indicating previous dam- 
age, only six had reported at sick call 
with symptoms which in retrospect may 
be considered as cardiac. We may con- 
clude therefore that coronary arterio- 
sclerosis is much more common in this 
age group than has been hitherto recog- 
nized. Five of the cases were under 22 
fourteen under 25. 


It might be added parenthetically, that 
in the Army, as in civil life, the tendency 
toward over-interpretation of the electro- 
cardiogram by inexperienced interpreters 
is an ever present problem. 


Diagnosis of Rheumatic Fever 

Rheumatic valvular heart disease ac- 
counted for 55% of the ultimate cardio- 
vascular rejections. Of these, only 31% 
gave a history of rheumatic fever or 
chorea. This is particularly important to 
remember in trying to evaluate the past 
history or incidence of rheumatic fever. 

At all ages, sustained hypertension de- 
veloped more frequently in those with 
Previous transient hypertension than in 


_—_— 


*From a paper presented at Annual Meet- 
ing, Chicago Heart Association, February 15, 
Po Chicago Heart Association Bull., ‘June 


_iColonel, Medical Corps Consultant in Medi- 
cine Sixth Service Command. 


those who had never shown an elevation 
of blood pressure. The rate increased 
with advancing years. The rate for dis- 
ability retirement with cardiovascular re- 
nal diseases was higher among those 
with transient hypertension than those 
without. The death rate with cardiovas- 
cular renal disease was also higher in 
those with transient hypertension. Ac- 


tually, it was nearly twice that of those 
with transient hypertension. 


Since most patients convalescing from 
streptococcus tonsillitis, or nasopharyn- 
gitis, are below par physically, and being 
candidates for rheumatic fever and other 
serious diseases should not be exposed 
at too early a date to too great cold, 
dampness, or fatigue. 


Observations made in the British Army 
and in our own have refocused attention 
on syndromes of the shoulder girdle af- 
fecting the neuro-circulatory system sup- 
plying the arms. For years, the cervical 
rib and scalenus anticus syndromes were 
used as the explanations for practically 
all evidences of pressure on the brachial 
plexus and subclavian-axillary blood ves- 
sels. Last year, Falconer and Weddell 
reported a group of soldiers in whom 
neurovascular symptoms were produced 
by forcing the shoulders downwards and 
backwards. Their complaints were pro- 
duced by carrying packs which resulted 
in this type of pressure. 

Surgical exploration demonstrated that 
the mechanism responsible was the 
pinching of the vessels and nerves be- 
tween the posterior surface of the clav- 
icle and the anterior surface of the first 
rib. It was necessary in some instances 
to resect a portion of the anterior sur- 
face of the first rib thereby producing a 
protective groove for the vessels and 
muscles. 


They also found that in both males and 
females, approximately 50% of so-called 
normal individuals could block the pul- 
sations in the subclavian-axillary artery 
by forcing thé shoulders into that posi- 
tion. 


During the past five years, we have 
been making observations on the neuro- 
vascular syndrome produced by hyper- 
abduction of the arms as in sleeping, riv- 
eting the under surfaces of airplane 
wings or painting a ceiling. Certain in- 
dividuals can block the pulsations of the 
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subclavian-axillary artery and produce 
injury to the brachial plexus nerves by 
maintaining arms in that position. 

The mechanism, as determined by an- 
atomical and operative exploration, was 
demonstrated to be due to: (1) the pinch- 
ing and torsion of these vessels and 
nerves between the first rib and clavicle, 
and (2) the stretching, torsion, and pinch- 
ing of them as they passed underneath 
the coracoid process and posterior to the 
pectoralis minor. It was further estab- 
lished that this is a normal finding since 
it can be produced bilaterally in 80-85% 
of all so-called ‘‘normal’’ individuals. 
This was established by studies of 150 
soldiers. It is only prolonged hyperab- 


duction which produces symptoms and 
signs including paresthesias, numbness, 
and atrophy, which, in extreme cases, 
may progress to gangrene. In the first 
report presented this fall before the Cen- 
tral Society for Clinical Research, five 
illustrative cases were described. The 
series has now grown to more than 
thirty and, from reports coming in from 
many sources, it is highly probable that 
this is a fairly common syndrome—hith- 
erto, too frequently diagnosed as the 
scalenus syndrome. Operations for the 
latter have sometimes been erroneously 
performed, with inevitable failure. It is 
hoped that this will be avoided in the 
future. 


Pointers on Anesthesia* 
By H. C. SLOCUMB, M.D.,+ Galveston, Texas 


PERFECTLY healthy person has a 

partial respiratory obstruction when 
he snores. This obstruction is not im- 
portant but the surgical patient may not 
have the vitality to overcome respiratory 
obstruction, due to drugs, weakness, etc. 
The life of every patient is in the hands 
of the anesthetist. It must not be for- 
gotten that the respiratory and circula- 
tory systems are dependent upon each 
other. One cannot abuse one without in- 
juring the other. Respiratory obstruc- 
tions may lead to depression of 
circulation. 


What the Anesthetist May Ask for: 

1. The anesthetist may ask to have 
certain operations performed in the 
afternoon, especially in the case of chest 
surgery. Patients with chest lesions and 
other conditions causing cough and ex- 
pectoration usually have a drainage pe- 
riod during ‘the first hour or two after 
awakening in the morning and in the 
late afternoon. If they can cough up 
mucus, pus, and blood, then the res- 
piratory tract will be cleared and res- 
piratory obstruction during the operation 
will be prevented. 

2. The anesthetist may ask that 
bronchoscopic aspiration of the trachea 


*“C. M.”’ Staff notes taken at a War Time 
Graduate Meeting, McCloskey General Hos- 
pital, Temple Texas 

+Chief of Anesthesiology, University of 
Texas Medical School, Galveston, Texas. 


and bronchi be carried out before the 
operation. This will also help to pre- 
vent respiratory obstruction. 


3. The anesthetist may ask concern- 
ing the physical status of the respira- 
tory tract, about vital capacity and oxy- 
gen absorption in a set period of time, 
thus determining whether to use intra- 
bronchi tube anesthesia or extra-tracheal 
anesthesia. 


4. The anesthetist would like to know 
if pneumothorax has been given and 
why. Are adhesions present between the 
lung and chest wall? The anesthetist 
may need to uSe positive pressure an- 
esthesia, which may be carried out by 
squeezing the rubber bag of the anes- 
thesia apparatus or by placing weights 
on the bag. 

5. Premedication has a purpose. It 
relieves mental tension and _ permits 
easier induction of the anesthesia. The 
anesthetist may suggest that certain 
drugs not be given or that a time of 
administration be changed to avoid res 
piratory depression. If the patient is 
given too much of a certain drug, res 
piratory depression will follow. If com: 
plete anesthesia is attempted on the ward 
the same result may follow. Giving of 
drugs at the wrong time may interfere 
with the induction of the anesthesia. In 
sufficient premedication may not relieve 
apprehension and may be a detriment 
to the induction of anesthesia. A serious 
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situation may be indicated if the pa- 
tient has a marked fear .of dying. The 
author has seen four such cases in 
which the patients died before or during 
the operation. 


In the average tonsillectomy the child 
is given too little premedication, he is 
brought into the hospital, and operated 
on almost at once. He is removed from 
the parents, wrapped up in blankets and 
roughly restrained during the induction 
of the anesthetic. If a rough induction 
is carried out, the body responds by 
pouring out adrenalin; more mucus is 
formed and again respiratory obstruc- 
tion may follow. 


Anesthestic agents: It is the tech- 
nic and skill of the anesthetist rather 
than which anesthetic is used. 


Oxygen Lack 
Lack of oxygen may be due to: 1. 
Shock, 2. Edema, 3. Cardiac decompen- 
sation, 4. Respiratory obstruction. 5. In- 
sufficient oxygen in the inspired air. 


Respiratory obstruction may be due 
to the ‘‘intern syndrome,’’ which is due 
to pressure of an arm resting on the 
trachea, or to the ‘‘surgeon’s syndrome,”’ 
in which case the patient is placed in 
the extreme Trendelenburg position with 
many packs pressing. on the abdominal 
viscera. Tissues must be gently handled 
and carefully retracted. This is espe- 
cially true of root traction. Rough 
handling may result in fast pulse, lower 
blood pressure, and cessation of respira- 
tion. Too strong or repeated retractions, 
especially in the upper abdomen, such 
as occurs during a common duct ex- 
posure, lead to circulatory collapse with 


a weak pulse. The same result follows 
if the lobe of a tung is clamped, if a 
bronchi is angulated, or the lobe of the 
lung is picked up. 

The anesthetist may ask the surgeon 
to relax for a few minutes to stop the 
repeated autonomic reflex insults. You 
can insult the autonomic structures only 
a certain number of times; then the 
response becomes poor and incomplete. 
Marked circulatory depression follows 
and may lead to death. If the patient is 
allowed to rest for five minutes and is 
given blood or plasma, prompt recovery 
will follow. 


The chart kevot by the anesthetist 
showing the course of respiration, pulse, 
and blood pressure often tells the diag- 
nosis at a glance. Loss of blood or 
fluid is not as important as reflex in- 
sults. On the other hand the anesthetist 
should not be an ‘‘alarmist’’ and should 
not worry the surgeon unnecessarily. 


Postoperative Care 


If within a few hours after the opera- 
tion the patient vomits and if the pulse, 
respiration and blood pressue change 
one can make a diagnosis of atelectasis 
due to aspiration into the bronchi of 
some of the vomited material. One 
should immediately aspirate the bronchi 
to remove the material. 


“Do not write prescriptions for nar- 
cotics or sedatives p.r.n. (as often as 
needed). Orders for sedatives or drugs 
should not be given in first six hours 
postoperative period after chest surgery, 
or more respiratory difficulties will fol- 
low. Small doses may be given 
on indications. 


Diagnosis of Malaria 


Relapses of malaria are often more 
difficult to diagnose than are frank, pri- 
mary attacks. When infection has been 
long established, the patient acquires a 
partial immunity, which lessens the 
severity of the clinical manifestations. 


The characteristic periodic chills, high 
fever and vomiting tend to disappear, 
and may be replaced by symptoms which 
apparently refer to every organ of the 
body and to the mind. 

In cases of illnesses of doubtful cause, 
the laboratory tests should include thick 
film blood examinations for malaria, if 


the individual has been in a malarious 
area. 


Postoperative fever may not be due 
to sepsis. Hemorrhage, more than alti- 
tude, exposure or fatigue, lights up a 
latent malarial infection. 


No physician can be content with a 
diagnosis merely of malaria. He must in- 
sist that the laboratory tell him the 
species. If it is Plasmodium falciparum 
(malignant malaria), he should request 
information as to the percentage of red 
cells invaded. If 2 per cent or over, the 
infection is serious; if 5 per cent, the 
patient is in grave danger of immediate 
death and should be given intravenous 
medication at once.—Louis L. WILLIAMs, 
M.D. in Med. Ann. Dist. Col., Jan. 1945. 





Pulmonary Complications of 


Thrombophlebitis* 


NE per cent of all operations are 

followed by pulmonary embolism. If 
the operation involves extensive resection 
of tissue, 4 patients in 100 will have a 
lung embolus but to a larger extent this 
is preventable. Severe infection, cancer, 
anemia and other blood diseases greatly 
increase the risk of embolism; cardiac 
disease much less frequently. 

Day of appearance: A pulmonary em- 
bolism may occur from 1 to 20 days after 
operation. One patient began coughing 
up blood immediately after awakening 
from the surgical anesthesia. His attend- 
ing physician did not believe the diagno- 
sis because, “It wasn’t the tenth post- 
operative day.’’ Many emboli appear on 
the third, fourth and fifth days; in fact, 
the great majority do not occur on the 
tenth day. 

Atypical symptoms: Fainting, weak- 
ness, and pleuritic pain may be the only 
symptoms of pulmonary embolism. A 
small infarct may not result in hem- 
optysis or cough. 

Electrocardiographic 


tracings may 


prove the presence of a minor pulmonary 
infarct, by flattening of the T wave which 


indicates the strain on the right side of 
the heart. 


Prevent Venous Stagnation 

The use of the Fowler position post- 
operatively encourages the stagnation of 
venous blood. For the first 48 hours after 
operation the patient should be kept in a 
moderate Trendelenburg position, unless 
pelvic infection prohibits. 

The toes and feet must be used every 
two hours; “move the toes a thousand 
times a day.’’ A simple device to en- 
courage leg motion is to have a bicycle 
foot pedal attachment with which the 
patient can bicycle every 3 or 4 hours. 

The patient should not be so deeply 
sedated that he will remain in one posi- 
tion; enough analgesic should be given 
to relieve pain so that he will move about 
in bed. - 

Heparin and Dicumarol 

If there is a history of thrombophlebitis 
previously or of pulmonary embolism, or 
if any signs or symptoms of thrombo- 
phlebitis or pulmonary embolism appear, 
it is becoming routine in many hospi- 
tals and clinics to start heparin intra- 


” ¢Presented before the Colorado Members of 
the American 7a of =. Physicians at 
Denver, Sept. 27, 1944. M.” Staff notes 
from a paper aon by mabeien Deeds, M.D., 
of Denver. 


venously and dicumarol orally. The he. 
parin is discontinued as soon as the dicu- 
marol effect appears, usually in 24 to 
36 hours. 

These agents delay blood clotting and 
must not be used unless the laboratory 
is willing to determine the prothrombin 
time frequently, at any time of the day 
or night. 

The prothrombin time should be in- 
creased to 30 to 60 seconds. If it is 
prolonged beyond this point, it can be 
brought back toward normal by giving 
a transfusion of fresh, whole blood 
or by massive doses of vitamin K 
intravenously. 


Dicumarol Contraindications 

Dicumarol is contraindicated in cases 

of: 

1. Renal insufficiency. 

2. Purpura and other blood dyscrasias. 

3. Continuous duodenal suction. 

4. Open wounds or ulcerating lesions. 

5. Prothrombin deficiency, nutritional 
deficiency. 

6. If an operation is to be done within 
2 weeks, as the dicumarol effect in 
delaying clotting may last for 2 
weeks. The use of Wangensteen suc- 
tion should not be continued during 
dicumarol administration because of 
the danger of bleeding. 


may damage the heart permanently. 
Treatment of Thrombophlebitis 

The injection of procaine solution into 
the sympathetic nerves in the lumbar 
area quickly relieves the pain and spasm 
of thrombophlebitis. This procedure may 
be carried out in bed. 

Ligation of both femoral veins is being 
advocated, as 85 per cent of pulmonary 
emboli come from the leg veins. 

Discussion by Major Woodruff, M.D.; 
A.U.S.: One should proceed with the 
management of thrombophlebitis on 
appearance of swelling, pain and/ 
tenderness, or after the appearance of 
a pulmonary embolus. The most commo 
type of thrombophlebitis productive o 
embolism is the so-called, ‘‘bland’’ typ# 
or silent type. The red, tender and febrilé 
thrombophlebitis rarely results in lung 
embolism because the clot is adheren 

The sympathetic block of Ochsner 
repeated every 24 to 48 hours, leadin 
to early resolution of the thrombop 
bitis and relief of pain. 
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Plastic Repair of Facial Sears 
By E. HOYT DEKLEINE, M.D.,* Buffalo, New York 


‘VEN small facial scars can be a 

source of great unhappiness and of 
serious economic or social frustration. 
For most conspicuous scars, surgical re- 
pair offers the greatest hope for im- 
provement. 

The degree of perfection which may be 
secured by surgical manipulation of fa- 
cial scars depends upon three factors: 

1. The type, size, and location of exist- 
ing scars. 

2. Precision of surgical technic. 

3. Adequate control of the many fac- 
tors which affect wound healing. 

The latter two factors are theoretically 
controllable but our knowledge of the 
factors affecting wound healing is very 
inadequate. This is especially true in re- 
lation to cosmetic end results, because 
most investigations have dealt only with 
rapidity of healing or tensile strength of 
wounds. Undoubtedly the future will 
bring greater insight into this problem 
together with many new therapeutic mea- 
sures. Any discussion at this time must 
deal primarily with surgical technic. 


I. Linear Conversion 
The primary aim of most surgical tech- 
nic for scar repair is the conversion of 
existing defects into hairline linear scars. 
Conversion to the linear type is entirely 
a matter of pattern mechanics, and de- 
pends primarily upon the mechanical in- 


*Associate Surgeon, Buffalo Central Hospi- 
ae Plastic Surgeon, Millard Fillmore Hos- 
pital. 


Fig. 1—Forehead scar which is highly con- 
spicuous because of accidental blue-black 
tattooing with powdered carbon. Note the 
heavy stitch-marks left by the use of ordinary 
interrupted sutures. The improvement at- 
tained a careful excision with subcuticular 
tg is clearly shown in the second photo- 
graph, 


genuity of the surgeon. Most scars can 
be converted by a simple fusiform ex- 
cision. (Figs. 1 and 2). Large or com- 
plicated scars frequently require more 
elaborate types of excision—often com- 
bined with transposition of flaps, relax- 
ing incisions or removal of wedges. (Figs. 
3 and 4). Diagrams illustrating such re- 
pairs can be found in great profusion in 
most textbooks of surgery. These geo- 
metric blue-prints can rarely be applied 
directly to a specific problem, but serve 
as a guide to the principles involved. In 
scarified areas of great extent or with 
marked contracture, total replacement 
with some form of free or pedicled skin 
graft may be necessary as a preliminary 
step. 

Whatever method of linear conversion 
may be employed, certain fundamental 
principles should be followed: . 

1. All scars should be planned to lie as 
nearly as possible along the natural lines 
of skin elasticity. For practical purposes, 
these coincide with the direction of pre- 
dominant wrinkles in older people. (Fig. 
5). 

2. In stretching surrounding integument 
to close a defect, distortion of adjacent 
structures should be avoided. Particular 
care is necessary around the lower eye- 
lids and the corners of the mouth. 

3. In facial surgery, the use of grafts 
should be avoided wherever possible. 


Fig. 2—Ragged scar with heavy stitch- 
marks resulting from automobile accident 
fifteen years previously. Long-standing de- 
fects such as this almost invariably result 
in serious psychological disturbances. Surgi- 
cal repair can usually overcome the major 
part of such disfigurement and mental read- 
justment usually follows. 
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Fig. 4—Extremely wide excision of exten- 

sive hypertrophic burn scars. The area ex- 
cised extended from ear to ear and from chin 
to larynx. This denuded area was then 
covered by large sliding flaps of neck skin 
from the two sides. To prevent recurrence of 
hypertrophy, post-operative radiotherapy was 
employed. 
Skin grafted from another area never 
matches in color and texture—and always 
looks like a ‘“‘patch.’’ If grafts are neces- 
sary, donor sites should be selected which 
yield the closest possible match. 

4. An absolute minimum of angular in- 
tersections between various scar lines 
should be employed. These pointed 
junctions are apt to be less satisfactory. 

5. The sharpest and most delicate in- 
struments should be employed. Hooks 
are preferable to forceps for handling 
skin edges and a new factory-sharpened 
scalpel blade will insure square wound 
margins. 

II Preparation for Suturing 

Plastic closure of these incisions re- 
quires patience and considerable prac- 
tice to secure the most satisfactory 
results. 

The first step, preparatory to closure, 
should be a thorough undermining of 
wound margins. The extent of under- 
cutting miay vary from 1/8 inch to sev- 
eral inches (depending upon the tension 
which must be relieved) and the flaps, 
at their margins, should seldom be 
much over 1/8 inch thick. 

Particularly important is the meticu- 
lous removal of protruding rolls of sub- 
cutaneous tissue which almost univer- 
sally project beyond the cut edge of the 
epidermis. (Fig. No. 6). Even tiny rem- 
nants of these ‘‘spring boards’’ will inter- 
fere with accurate apposition of the 
wound margins. , 

Ill Suturing 
Plastic suturing of facial wounds de- 


pends primarily upon the use of buried 
and subcuticular sutures.! Ordinary sur. 
face sutures may yield equally accurate 
apposition; but such approximation can. 
not be maintained for a sufficient length 
of time without risk of creating dis- 
figuring stitch marks. 


Retention Sutures 

In the technic which we employ, the 
undermined flaps are united with buried 
retention sutures as shown in Fig. 7 (a 
and b). These may be placed either 
horizontally or vertically. If used in the 
vertical position, knots should be tied 
in the bottom of the wound. In our 
opinion the most desirable suture ma- 
terials are those which are non-absorb- 
able and which stimulate minimal tis- 
sue reaction. Braided white silk or nylon 
and tantalum are quite satisfactory. 
Sutures of the smallest possible size 
should be employed (not over .0075 
inch in diameter). 


Subcuticular Sutures 

Running subcuticular sutures are 
ideal for skin approximation because 
they can be left in place until maximum 
wound strength is obtained (10 to 14 
days). These may be inserted along the 
base of the epidermis as shown in Fig. 
7c with a swaged needle or a fine con- 
junctival needle. To avoid a ‘‘step’’ be 
tween the two skin edges, it is of ex 
treme importance that the needle be 
inserted each time at exactly the same 
level. The suture material should be of 
a semi-rigid single strand variety which 
does not lose its rigidity when it be 
comes wet. Horsehair, single filament 
nylon, or tantalum meet these require 
ments. If such semi-rigid sutures are 
employed, it is unnecessary to secure 
the ends with knots or lead beads — 
either of which might produce pressure 
necroses similar to stich-marks. One sw 
ture must not be run continuously for 
too great a distance, lest it be broken 
and lost during removal. 


Superficial Sutures 

For final correction of slight imperfec- 
tions in skin approximation, ‘‘double 
twist’’ sutures are invaluable. These 
may also be used as anchor sutures at 
angular intersections or for skin ap 
proximation in sharply curved wounds 
where subcuticulars are impractical 
The ‘“‘double-twist’’ is an interrupted sur- 
face suture which is tied exactly as 
the first half of a French or surgeon's 
knot. (Fig. 7d). Such sutures lie very 
flat and allow some slippage to com: 
pensate for post-operative edema. It is 
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almost impossible to tie these knots too 
tightly. The preferred needles and suture 
materials are the same as used for 
subcuticulars. Except at anchor points, 
these or any other interrupted sutures 
should be removed within 48 hours to 
insure against stitch-marks. 


IV Post-Operative Care 

In the average uncomplicated case, 
the most efficient form of post-operative 
treatment is so-called ‘‘masterly in- 
activity.”” Dressings should not be 
changed oftener than absolutely neces- 
sury, expecially during the first week. 
Crusts are not disturbed until they have 
loosened spontaneously, since premature 
removal is apt to tear newly formed 
epithelium. Local medications are strict- 
ly avoided, except as required for spe- 
cific complications. 


Single Bandage 

From the cosmetic standpoint, clean 
wounds make better progress if kept 
dry and well aerated. In accordance 
with this principle, we use a_ single 
layer of fine meshed bandage gauze as 
the only dressing. This may be cut to 
exact dimensions and made adherent at 
its edges with collodion or rubber ce- 
ment. Such a dressing not only allows 
dust-free aeration of the wound but it is 
small and inconspicuous. In the presence 
of moderate bloody or serous ‘“‘ooze,”’ 
a heavier pressure dressing may be re- 
quired for the first 24 to 48 hours. 
Wounds in close proximity to secreting 
mucous surfaces (nostril, lip, etc.) are 
better left without a dressing so that 
sutures may be frequently cleansed and 
dried with sterile applicators. 


V Complications 

Major infections are extremely un- 
common following superficial surgery 
about the face. Minor inflammatory or 
pustular lesions are less uncommon, 
especially in skin areas with large se- 
baceous pores (e.g. nasal tip) or heavy 
beard. No treatment is entirely satis- 
factory, since some damage has already 
been accomplished by the time therapy 
can be instituted. Continuous free drain- 
age of purulent secretions is probably 
the most efficient method of reducing 
the infection before serious damage can 
result. Local use of ‘“‘sulpha” compounds 


has not proven to be of any great 
assistance. 


Keloid 
Hypertrophy of scar-tissue is the most 
frequent obstacle encountered. Such 
overgrowth of new fibrous tissue is not 


Fig. 5—To secure the narrowest scars with 
the least contraction, incisions should be 
lanned to lie along the normal “Lines of 
Buin Elasticity’. For practical purposes, these 
correspond roughly to the direction of pre- 
dominant wrinkles. As illustrated, the es 
do not entirely coincide with those usual 
ublished as ‘“‘Langer’s Lines’’. Our modi- 
Fcations are the result of extensive experience 
with actual surgical incisions and close ex- 
amination of normal wrinkles. 


easily controlled and often mars the 
results of the finest surgical excision. 
Radiotherapy seems to be the most ef- 
ficient medium of therapy at our com- 
mand, (Fig. No. 4) but there is some 
divergence of opinion on radiation tech- 
niques and dosage. Although entirely 
unexperienced in radiation therapy, it 
has been our observation that frequent 
small doses over a prolonged period of 
time seem to yield the most satisfactory 
results. True keloid is usually apparent 
before surgery is performed and should ° 
be subjected to radiation before as well 
as after excision. Even with the most 
thorough radiation and surgical removal, 
keloids carry an exceedingly poor 
prognosis. 
Foreign Body Reaction 


Whenever any type of suture is per- 
manently buried near the surface, oc- 
casional annoyance by foreign body re- 
action can be expected. Serum collec- 
tions follow an inflammatory response 
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PREPARATION of WOUND for SUTURING 


Protruding subcutaneous tissue 
which must be removed 


"undermining of | 
wound margins 


Meticulous removal of subcutaneous 
“springboards’ which interfere with 
skin approximation (after undercutting 
to free wound margins and release 


tension) 


Fig. 6 \. 


PLASTIC SUTURING of WOUND 


Z Wound dosed with small 

Z buried sutures (if placed 
vertically the Knot is tied 
in the bottom of the 


Fig. 7 
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and if sutures are close enough to the 
surface, extrusion may result. When very 
fine suture material has been employed, 
these extrusions rarely cause serious 
damage. They are a considerable nui- 
sance and will delay the eventual soften- 
ing and whitening of new fibrous tissue, 
but are easily cared for by removal as 
soon as they appear on the surface. 


VI Prognosis 


among most laymen, there exists a 
gross misconception that scars can be 
quickly and almost completely removed 
by plastic surgery. Because of this, the 
true prognosis should. be emphasized to 
every patient. From our experience, 
thee matters should be stressed. 

\. No scar can be completely removed! 
The average scar which is highly con- 
sp.cuous can usually be reduced to some- 
thing which is relatively inconspicuous 
at a normal viewing distance. 


2. Instead of days or weeks, months 
are required before a final result can 
be obtained. A long period, averaging 
six months to a year, is required for 
whitening and softening of new scar tis- 
sue. In infants and growing children this 
interval is greatly increased. 

3. It is impossible to accurately pre- 
dict the outcome of a particular scar 
repair because of the extreme variabil- 


ity encountered. There is a wide varia- 
tion in the efficiency of wound healing 
in, differnt individuals or even in dif- 
ferent skin areas of the same individual. 
There is also some small incidence of 
surgical complications about which the 
surgeon is never forewarned. 


Summary 

1. Conspicuous facial scars are usually 
amenable to considerable improvement 
by careful surgical repair. 

2. Most surgical technics involve ex- 
cisions designed to convert existing de- 
fects into hairline linear scars. 

3. Plastic closure of these incisions 
depends primarily upon the use of buried 
and subcuticular sutures, after careful 
preparation of the wound margins. 

4. The importance of meticulous ap- 
proximation and avoidance of stitch- 
marks cannot be overemphasized. 

5. Certain post-operative complications 
may arise which seriously interfere with 
the perfection of end results. Most of 
these can be minimized by the methods 
outlined. 

6. Further investigations into the fac- 
tors controlling wound healing are ur- 
gently needed. In this regard, cosmetic 
end results should be given equal con- 
sideration with rapidity of healing and 
tensile strength of wounds. 

340 Linwood Avenue. 


Scotch Tape as Adhesive 


The following facts were found in favor 
of Scotch masking tape over adhesive 
tape under tropical conditions: 


1. Equal or better adhesion. Under 
tropical conditions, a moist skin surface 
is the rule; adhesive plaster ‘‘sheds”’ 
very quickly, while the paper tape, if it 
loosens, can be refastened. 


2. Less irritation of the skin. The skin 
of lesions requiring repeated dressings 
has been found to break down very 
rapidly with stripping of the outer corni- 
fied epithelium and development of a 
red, highly sensitive, weepy surface and 
the appearance of numerous furuncles 
and pustules. I have encounntered no 
case of sensitivity to Scotch tape. 


3. Water and sweatproof. 


4. Dark color (gray, black) of the tape 
ard poor absorbent surface prevent 
rapid soiling and fouling common to 
ordinary plaster. 


5. No residual adhesive gum left on the 
skin after removal. 


6. Deterioration of adhesive qualities 
after exposure to approximately one year 
of tropical climate is much less than 
in the case of adhesive plaster. 

Disadvantages of the paper tape in- 
clude: 


1. Durability of dressing is not over 
two days. 


2. It is unsuitable for strapping ankles 
and back. 


3. Slightly slower to use. The tape 
tears irregularly and must be cut; it is 
more inclined to wrinkle. However, with 
practice, this becomes a minor factor. 


After six months experience, in part 
using both plaster and tape and subse- 
quently using the latter only, the author 
has found paper masking tape well worth 
including in medical supplies for equa- 
torial areas.—Lt. W. M. Potamp, M.C., 
U.S.N.R. U. S. Naval Medieal Bulletin, 
Jan. 1945. 





Opportunities For the Private Physician in 


Tuberculosis Control and Treatment 
By HERMAN E. HILLEBOE,* New York, N. Y. 


HE importance of the general prac- 

titioner in the control of tuberculosis 
among private patients is emphasizeu 
by the findings of the Public Health 
Service in chest X-ray surveys conduct- 
ed among more than a million industrial 
workers and by the discovery of a rela- 
tively high incidence of the disease 
among rejectees of the armed forces. 

Early X-Ray Diagnosis 

Eight mobile X-ray units, operated by 
the Tuberculosis Control Division of the 
Public Health Service in various parts 
of the country, found that three in every 
200 persons examined had X-ray evidence 
of reinfection tuberculosis—active or in- 
active. Sixty-five per cent of the lesions 
were in minimal stage, 30 per cent in 
moderately advanced stage and five per 
cent of the lesions in far-advanced stage. 
Pre-induction examinations by Selective 
Service alone revealed 150,000 cases with 
X-ray evidence of tuberculosis. 

That the family physician will be called 
upon to treat a great majority of these 
persons is borne out by the experience 
of the U. S. Public Health Service and 
of the National Tuberculosis Association 
and its affiliates. In industrial surveys 
an overwhelming number of workers who 
could afford private care designated their 
family physicians — general practi- 
tioners — as the doctors to whom the 
report of the X-ray findings should be 
made. When these reports are sent out 
they are accompanied by a request that 
the physician confirm or disprove the 
X-ray findings by further clinical studies 
— such as history and physical examin- 
ation, laboratory tests and repeated X- 
ray examinations. He is also asked to 
examine contacts and to report the new 
cases of tuberculosis to the local health 
department. 

The average patient has a great deal 
of confidence in his private physician 
and expects him to treat tuberculosis 
just as he would accept other family 
medical emergencies. Psychological fac- 
tors make this desirable and practi- 
cal considerations make it feasible. San- 
atorium care is no longer the only 
method of tuberculosis control. Many 
minimal lesions and a limited number 
of inactive advanced lesions are amen- 


_—— 


*Medical Director, Chief, Tuberculosis Con- 
trol Division, U. S. Public Health Service. 
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able to out-patient supervision under 
strict medical care. This care can often 
be rendered by the alert general prac- 
titioner who knows the modern diagnosis 
and treatment of tuberculosis. 

The demand for this type of care is 
expected to increase rapidly as mass 
radiography units penetrate all sections 
of the country, uncovering a _ large 
number of unsuspected cases of pulmo- 
nary tuberculosis that will need medical 
supervision — before and after sana- 
torium care. 

The personal experience of actually 
having a chest X-ray will stimulate 
thousands of individuals to seek medi- 
cal care, from general practitioners, 
chest specialists and radiologists, either 
for tuberculosis or for other chest con- 
ditions found on survey examinations. 

Through their vast nation-wide ed- 
ucational program, their case-finding 
and rehabilitation work, which are sup- 
ported by the sale of Christmas Seals, 
the National Tuberculosis Association 
and its affiliated groups will continue to 
awaken communities to the dangers of 
the disease. As a result, communities 
will provide the armamentarium needed 
for the proper care of the tuberculous 
patient — hospital beds, clinics, labora- 
tories, rehabilitation service, extensive 
chest surveys and generous social assist- 
ance for the dependents of the tuber- 
culous patient. 

The by-product of cooperative plans of 
public agencies and voluntary associa- 
tions will provide new aids for the phy- 
sician in private practice — X-ray, 
laboratory and consultation services, as 
well as opportunities for post-graduate 
training. With these aids, he will be bet- 
ter equipped to meet the increasing de- 
mands of the tuberculous patient for his 
services. 

As X-ray surveys become an annual 
routine in many communities, more and 
more minimal lesions will be found and, 
conversely, fewer advanced lesions, 
which now, in most cases, require im- 
mediate sanatorium care. The reversal 
of the old ratio will shorten and simplify 
therapy for the larger proportion of tuber- 
culous patients, will assure quicker and 
more complete treatment, and greatly in- 
crease the chance of vocational rehabili- 
tation. 
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. Surgery of Anal Fistula With Hemorrhoids 


Dr. Jose Calzaretto, surgeon, published a practical paper on the 
surgical treatment of anal fistula and hemorrhoids in the La Semana 
Medica (Buenos Aires), May 11, 1944. 


The staff artist of Clinical Medicine re-drew the author’s excellent 
illustrations. Each step of (1) probing the fistula, (2) excising the 
fistulous tract, (3) excising the mucocutaneous junction and (4) the 
formation of a new junction after hemorrhoidectomy, are clearly 
indicated. 


1. A probe has been passed through the E 
internal and external openings of the fistula. 2. The tract has been excised around the 
probe. The hemorrhoids have been grasped 


with a forceps, preparatory to excising the 
dotted area. 


4. The anal mucosa has been stured over 
3. The homorrhoidal area has the raw area, thus forming a new muco- 
removed. cutaneous junction. 
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Pneumonolysis 


In the treatment of tuberculosis pa- 
tients, collapse of the lung speeds the 
healing process and tends to close cav- 
ities. After air is injected into the pleural 
cavity to collapse lung (artificial pneu- 
mothorax), one may find on x-ray ex- 
amination that adhesions hold portions 
of the lung to the chest wall and prevent 
collapse. These adhesions may be thin 
and bandlike, cordlike (string) or 
sheetlike in character. (See sketches). 


These scars may be safely divided 
by means of a cautery introduced in 
one interspace and directed by the 
operator who watches through a _ tho- 
racoscope (see sketch). This operation 
is known as closed _ intrapleural 
pneumonolysis. 

Karl H. Pfuetze, M.D., Medical Direc- 
tor and Superintendent of Mineral 
Springs Sanatorium, Cannon Falls, Min- 
nesota, writes us, “It is very important 
to keep close to the chest wall in cutting 
adhesions. This tends to avoid cutting, or 
injury, to the lung tissue proper.”’ 

“Transillumination of adhesions is im- 
portant. Those which cannot be transil- 
luminated had best be left alone, thus 
avoiding damage to lung tissue. How- 
ever, some short, thick, fleshy adhesions 
can be cut along the chest wall by 
‘cold cautery’ method along the endo- 
thoracic fascial plane.”’ 


A. : , 
String or cord 
adhesion 


“It is the opinion of our group here that if pneumothorax is indicated in a case, 
then pneumonolysis should be attempted, if adequate collapse does not follow; 
assuming of course, that the procedure can be done with reasonable safety and 


avoidance of serious complications.’’ 


eae tne tts ey 


“Empyemas following pneumonolysis, 
among Minnesota men during this work, 
runs less than 4 per cent, lower than 
the general average following pneumo- 
thorax alone.”’ 


Pneumonolysis: The cutting of adhe- 
sions to free the lung so that it will col- 
lapse and healing of tuberculous lesions 
will take place. The operator looks at the 
lung through a thoracoscope (just like 
a straight telescope or cystoscope) and 
cuts the adhesions with a cautery held in 
the other hand. Both instruments are 
introduced through small skin incisions. 
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Pneumonolysis 


Cc 


Thin sheet 


adhesion 


Bleeding From the Lips 


Bleeding from lacerations of the lips 
must be controlled by compressing the 
lip between fingers and thumb (adapted 
from Bailey). 
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Diagnostic Quiz 


These sketches present several aspects of a diagnostic problem. Each repre- 
sents a different patient that may walk into your office any day. The answers, 
below, are printed upside down, to avoid that all-too-human trait of looking 
at the answers first. ; 
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Rheumatic Fever IV: Complications 


and Sequelae* 


By PAUL H. RHODES, M.D.,+ Denver, Colorado 
University of Colorado Medical School 


1. Pericarditis may be the first sign 
or may appear at the end of the acute 
stage, but usually develops about two 
weeks after onset of rheumatic fever. 
Heart and respiratory rates are accel- 
erated; pulse to 130 or over and res- 
pirations up to 50; both are accelerated 
out of proportion to the fever. 


a. Cough: short, hacking, dry. 


b. Pain: precordial or occasionally ab- 
dominal pain. 


c. Diagnosis of pericarditis: To and 
fro friction rub, generally harsh, 
but may be soft, usually heard best 
in third or fourth left interspace. 


d. Ewart’s sign: Dullness and bron- 
chial breathing below angle of left 
scapula. 

(1) Differentiate from pneumonia 
usually no rales are present in 
pericarditis. 


e. Differentiate pericarditis from myo- 
carditis—frequently associated. A 
markedly dilated heart may be mis- 
taken for a pericardial effusion, 
even on x-ray. 


(1) Heart sounds are faint in both. 
(electrocardiogram if available 
may aid.) 

f. Treatment: 

(1) Symptomatic, with salicylates, 
Codeine for cough or pain, ice- 
bag. 

(2) Aspiration is usually not needed 
as little fluid forms; aspiration 
is not required if systolic blood 
pressure keeps up. 

. Sequelae: Chronic nonconstrictive 
(adhesive) pericarditis may follow. 
The diagnosis is of little practical 
importance as the heart is usually 
markedly damaged; the signs of 
adhesive pericarditis are unreliable. 
Rheumatic pericarditis practically 
never leads to chronic constrictive 
pericarditis. 


*Notes taken at a Rheumatic Fever Re- 
fresher course June, 1945 at University of 
Colorado Medical School by Medical Staff, 
Clinical Medicine. 


tInstructor in Pediatrics, 


University of 
Colorado Medical School 


II. Congestive heart failure: 

a. Digitalis may cause harm: when 
used in active rheumatic fever. 

III. Rheumatic Fever Pneumonia: 
(Described elsewhere in the symposium) 

IV. Rheumatic Fever Peritonitis: 

a. Abdominal pain: severe. 

b. If signs of difiuse peritonitis occur 
in the course of rheumatic fever, 
salicylates may be helpful (rule out 
appendicitis). 

V. Cerebral embolism may be fatal 
(usually occurs in adults with auricular 
fibrillation). 

a. Purpura and signs of emboli are 
not diagnostic of sub-acute bacte- 
rial endocarditis, as they may oc- 
cur in rheumatic heart disease. 

VI. Auricular fibrillation: 

a. Uncommon in childhood. 

b. Poor prognosis. 

c. Usually associated with marked 
heart damage. 

d. Emboli uncommon in children. 


VII. Subacute bacterial endocarditis: 

a. Age: Twenty to twenty-nine years 
most commonly. 

b. Etiology (Predisposing 
Bacteriology covered elsewhere. 
Great majority have rheumatic 
valvular disease as background; a 
few with congenital hearts. 

(1) Grippe. 

(2) Upper respiratory infections. 

(3) Extractions of teeth cause % of 
cases. 

(a) Caution your patients who are 
about to have extractions. 

(b) Sulfonamide prophylaxis in se- 
lected cases. 

c. Differential diagnosis 
(1) Grippe. 

(2) Rheumatic fever recurrence. 

(a) May be difficult because rheu- 
matic fever heart findings are 
often present. 

(3) ‘‘Pleurisy’’ resulting from infrac- 
tion of spleen; or “kidney 
stone,’’ typical renal pain and 
hematuria due to infaction of 
kidney by embolus. 

(4) Malaria. 

(5) Undulant fever. 


causes): 


includes: 
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d. Diagnostic signs: 


(1) Heart murmurs are found in 
100% of subacute bacterial en- 
docarditis patients, at some time 
during the course of the disease. 


(2) Petechiae or retinal hem- 
All three are orrhages occur in over 80% 
seldom present of patients 
in one case. (3) Palpable spleen: 60¢/,. 

(4) Clubbed fingers: 50%. 


- ) Hematuria: 50%. 
(6) Osler nodes: Tender, small nod- 
ules on the finger tips, under 


nails; on toes or soles of feet; 
red, raised lesions. 


(7) Splinter 
nails. 


hemorrhages under 


Discussion 


The edema of congestive heart failure 
may be relieved by ammonium chloride. 
After any method of therapy has proved 
effective in controlling edema for a 
certain patient, don’t change it, as it 
may give results for years. 

Aminophylline and Theocalcin (best) 


of the methylated xanthines are exceed- 
ingly effective diuretics. Dosage: 4 Gm. 
daily in divided doses, (60 gr.) for a 
75 to 100 pound child. 


Digitalis is little needed early in rheu- 
matic heart disease. It benefited only 
1/3 of the few children to whom we 
gave it. Sudden unexplained deaths oc- 
cur in patients taking digitalis. One 
should relieve peripheral pressure and 
heart failure. One should avoid the 
nausea due to digitalis, as these childrer 
are often undernourished. 


Mercurial diruetics may be given pe- 
riodically, either intravenously or in e 
rectal suppository. 


Schemm’s high fluid, neutral ash 
diet renders some patients free of edema 
for varying periods. We administer fluids 
orally. (See Ciry. Mep., May, 1945—Ed 


Joint Swellings 

Spindle fingers, wasting of fingers and 
wasting of the small muscles of the 
hand may occur in rheumatic fever, 
rheumatoid arthritis and gonorrheal 
arthritis. 


Industrial Medicine Pointers* 


By LOUIS V. SAMS, M.D., Denver, Colorado 


NDUSTRIAL medicine is preventive 

medicine; accidents and disease are 
prevented. Industrial medicine applies 
medical knowledge to the situation, 
and must include administrative, social, 
and economic knowledge. 


Preferably, the industrial physician 
should know the physical and mental 
requirements for each job. Pre-employ- 
ment examinations help to fit the em- 
ployee to the right job. 


The industrial physician must be 
honest, or confidence in him is lost by 
the employee. The medical department 
is neutral ground between employee and 
employer. 


Personal Problems 
One in five employees have personal 
or psychologic problems which are 
brought into the open by stress of war 
or employment. The industrial physician 


*Notes taken on a as before th 
Colorado State Medical Society, Sept. 28, 1944. 


must give good advice on personal and 
social problems. Mental health is 
important. 


Organic Versus Psychic Symptoms 


One must look behind the complaint. 
Is a backache due to injury or to a 
desire to change to easier work or to be 
near a sweetheart, or to home troubles, 
drinking, marital problems, or poor 
housing? 

A pat on the back and a kick in the 
pants are only 18 inches apart. Be careful 
in your selection. 


The industrial physician usually does 
not carry out therapy that should be in 
the hands of specialists and institutions. 


Are problem cases followed up? Are 
first aid ‘‘repeaters’’ (those employees 
who are frequently seeking first aid 
treatment) talked to and adjustments 
made? Let the employee “talk it out.”’ 
The short sighted physician who wants 
to carry out ‘“‘just medical care’’ must 
realize that the personal aspect is 
important. 
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Those Refugee Physicians 


Before and during the war, this coun- 
try has been host to a group of physi- 
cians from Germany, Poland, Austria, 
Hungary, Czechoslovakia and Italy. Per- 
secution drove many of them out of their 
rative lands. 

There was much bitter controversy 
concerning the admission of these men 
to practice. A small percentage were 
leaders in medical thought or practice; 
their addition has been of real benefit 
to medical science and to the improve- 
ment of medical practice. The larger per- 
centage were practitioners without 
proved abilities. A small group graduated 
from European schools of questionable 
standing. 

Many states admitted these men with 
little or no demonstration of their knowl- 
edge or capability. This is said to be 
true especially in New York, where no 
state board examination was required. 
State board examinations are chiefly 
written tests covering memorized facts, 
and are not noted for their ability to 
indicate judgment or clinical ability 
and training. 


It was a bitter joke among physicians 
in service, ‘‘When I volunteered for 
Army (or Navy) service, two refugees 
moved into my neighborhood.’’ From 
letters being received, it is apparent 
that a number obtained the offices of 
physicians in service and refuse to give 
them up. 


In other words, the physician that 
gave up his practice has really volun- 
teered to defend another, who has been 
using the war years to establish himself. 


No one objects to more physicians in 
practice. The medical profession has en- 
couraged the deferment of thousands of 
students from service to ensure a supply 
of physicians in training. One does object 
however, to physicians of uncertain abil- 
ities who almost routinely locate in areas 
which provide quick financial return, 
and who have used an era of national 
emergency to establish themselves. 

If these men have the idea of service, 
there are many areas where physicians 
are desperately needed and to which 


many agencies could direct them. This 
is still true. 


Many vague statements are heard con- 
cerning the refugee’s clinical abilities. 
Personally, we have seen one general 
practitioner refugee who had three 
deaths from diphtheria, one death from 
respiratory obstruction which was not 
recognized and one death from cervical 
injury which he kept manipulating until 
the patient finally died. This same 
individual sent in a patient with a fresh 
femur fracture and a request for gas- 
trointestinal x-ray as*well as leg x-ray. 


In talking to refugee doctors from 
coast to coast, various characteristics 
are noted: 1. A great supply of furniture, 
and equipment which is laid out 
lavishly and impressively; 2. A lack of 
knowledge of the interpretation of roent- 
genograms and electrocardiograms; 3. 
A tremendous awareness of the dollar; 
4. A tendency to insinuations regarding 
native physicians. 

These faults are not confined to im- 
ported physicians, unfortunately, but 
they should remember that this country 
has given them the opportunity of living 
in peace. Let them study industriously 
and practice well, within the field of 
their training and abilities, and they 
will be welcomed into the profession. Let 
them seek locations where physicians 
are needed rather than striving to dis- 
place those who have volunteered. 

oe 


The most valuable of all education is 
the ability to make yourself do the thing 
you have to do when it has to be done, 
whether you like it or not.—Huzley. 


al 
Biologic False Positive 
Tests for Syphilis 


Serologists have known for years that 
non-syphilitic sera may give doubtful or 
even strongly positive reactions for syph- 
ilis. Such false reactions can come from 
1. carelessness in the collection of the 


original blood specimens, resulting in 
hemolysis or contamination, or 2. faulty 
procedures in the testing laboratory may 
produce misleading precipitations or in- 
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jure the complement. 3. Another difficul- 
ty lies in the intrinsic nature of the tests 
themselves. Some technics are so highly 
sensitive that on occasion they yield posi- 
tive readings which cannot be support- 
ed either by clinical evidence or by less 
sensitive testing procedures. Most lab- 
oratories are aware of these sources of 
error and guard against their occur- 
rence. Great credit is due the U. S. 
Public Health Service and the American 
Society of Clinical Pathologists for spon- 
soring the annual surveys made from 
1935 to 1941; these surveys uncovered 
unsuspected faults in many laboratories 
and were directly responsible for elevat- 
ing the standards of serology over the 
country. 


But after all technical errors have 
been weeded out, serologists continue to 
encounter sporadic individuals, clearly 
non-syphilitic, whose sera react with al- 
cohol-soluble lipids from beef heart and 
other tissues in the same way as do 
specimens from syphilis patients. ‘‘Bio- 
logic False Positive’ reactions of this 
type are stated by Eagle (1) to have an 
incidence in normal healthy white Amer- 
ican university students of both sexes of 
about 1 in 4000. Kolmer (2) found bio- 
logic false positives and biologic false 
doubtfuls described in a wide variety of 
conditions, the most important being: 


pinta and yaws, at least 50% positives 
(these are both spirochetal diseases, so 
that such responses are better termed 
cross-reactions, rather than false posi- 
tives); leprosy 28 to 68%; malaria 20 to 


100%; vaccinia 4 to 40%; virus pneu- 
menia 20%; infectious mononucleosis, 
appreciable but unknown; pulmonary 
tuberculosis, acute febrile diseases, 
jaundice. malignant tumors, the exanthe- 
mata, and a host of other systemic in- 
fectious and intoxications, much less 
than 5%. Army and Navy physicians 
often find biologic false positive reac- 
tions after prophylactic inoculations, 
especially with good ‘‘takes’’ of vaccinia. 


The substance in syphilitic blood which 
gives the distinctive serologic reactions 
is now believed to be a normal fraction 
of the serum globulin, either pathologic- 
ally modified or present in greatly in- 
creased amounts. It is definitely not a 
true antibody. This belief rests in large 
measure upon the discovery, repeatedly 
confirmed, that under suitable technical 
conditions sera of most normal persons 
(and of many animals) will react with 
the tissue lipids used in the syphilis 
tests. In other words, the difference be- 
tween syphilitic and non-syphilitic sera 
appears to be of degree rather than of 
kind—quantitative rather than qualita- 


tive. If this is true, it is not difficult to 
hypothesize that the production of this 
circulatory globulin becomes stimulated 
by non-syphilitic diseases as a sort of 
non-specific or anamnestic reaction. 


What is the diagnosis? 


The final decision as to whether or not 
a positive serologic response means syph- 
ilis rests with the clinician in charge, and 
not with the laboratory. Every patient 
giving a questionable serologic response 
should receive an exhaustive diagnostic 
study for syphilis, with a thorough his- 
tory-taking and a_ thcrough physical 
goirng-over. He should also be checked 
caretully for the presence of the other 
diseases which give positive reactions, 
such as malaria, vaccinia, and infectious 
mononucleosis. The serology tests for 
syphiiis should be rechecked by other 
methods and in other laboratories. 


Ruling out false positives 

With biologic false positives quantita- 
tive titrations will usually show a 
progressive diminution in titer when 
repeated at weekly or monthly intervals; 
in true syphilis, on the other hand, the 
titer tends to keep a more constant level, 
anc in early cases may show a steady 
rise. No suspect should be dismissed as a 
“false alarm’’ until enough time has 
passed for the serology findings to return 
to negative, if of the biologic false posi- 
tive class. And all physicians know that 
if they display genuine interest and sym- 
pathy, many an apprehensive patient will 
ultimately break down and_ confess, 
either to known exposure to syphilis or 
to having received in the past an un- 
completed course of anti-syphilitic treat- 
ment.—Irvinc J Worman, M.D. 

>. 

Teach people to think and you have 
freedom: teach them what to think and 
you have tyranny. 

+e 


Man alone has the gift of reason, yet 
he alone behaves in a manner that seems 
illogica: and irrational. 

- 


Educating Your Patients 
(Mouth Health) 


The American Dental Association pub- 
lishes a series of pamphlets on mouth 
health that are inexpensive (5 cents 
each) and authoritative. Vincent’s infec- 
tion, dental caries, proper care of teeth, 
children’s teeth, oral diseases, these and 
many other topics are covered. Address 
the American Dental Association. 222 
East Superior St., Chicago 11, Illinois. 
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The Pitressin Test for Epilepsy 


It is difficult to diagnose idiopathic 
epilepsy. A child is brought in with a 
history of convulsions, staring, biting of 
tongue, severe tonic seizures, et cetera. 


History: Has birth trauma occurred? 
If not, rule out brain tumor, hypogly- 
cemia, uremia, lead encephalopathy, and 
infectious disease. After these conditions 
are ruled out, we still don’t know if 
epilepsy is present. 

Seizures may be induced in 20-25 per 
cent of cases by hyper-ventilation for 
one to five minutes. The patient merely 
breathes deeply and steadily for five 
minutes. 


Mechanism: McQuarrie (1930) found 
pituitary anti-diuresis lead to accumula- 
tion of fluids and seizures. Forced hy- 
dration probably results in intra-cellular 
retention of fluid. 


Epileptics are unable to withstand 
dilution of body fluids without having 
seizures. McQuarrie believed their cell 
membranes are inherently defective. 


Indications for the pitressin test: 1. In 
order to make a differential diagnosis 
of idiopathic epilepsy or hysteria. 2. If 
no seizure is observed. 


Contraindications: Diabetes, nephritis, 
arteriosclerosis, myocarditis. 


Technic: Patient is kept in bed, de- 
creased salt intake, ordinary diet, seda- 
tive continued if given previously, urine 
measured. The patient is weighed, then 
0.25 c.c. of pitressin is injected and 
0.5 ¢.c. of pitressin every four hours, 
until ten doses have been given or- a 
seizure occurs. 400 c.c. water are taken 
orally at the time of the original in- 
jection and every two hours thereafter. 

Ii a fit occurs, no more water is con- 
sumed or pitressin injected 5 oz. cream 
every four hours are then given. 

The patient is weighed every four 
hours, and all urine is measured. The 


patient is weighed 4, 8, 12, 16 hours 
after the test is discontinued. Voided 
urine is measured 4, 8, 12, 16 hours 
after the test is completed. A chart is 
made showing results. 


If positive water balance can’t be 
obtained, the amount of water is in- 
creased to 500 c.c. every two hours and 
the pitressin is increased to 0.6 c.c. or to 
0.75 c.c. for one or two doses. 


The patient must have a positive water 
balance and increased weight of 3 to 6 
per cent. 


A constant watch must be maintained 
by a trained observer. Watch for sei- 
zure, aura, outcry, tonic, clonic fit, and 
stupor. If severe headache, nausea, 
vomiting, hiccough, or severe abdominal 
cramps or if edema appears, stop the 
test. 


Results: Of 19 children tested, 11 gave 
a postive test. Their ages ranged from 
17 months to 10 years. Pitressin tannate 
was injected. Three children gave a 
negative test (one birth trauma, one 
brain tumor, one onknown). 

Conclusions: The pitressin technic 
promises to be a test of great value. 
It is simple and inexpensive. A trained 
observer must be at hand. Brain waves 
should be examined simultaneously if 
possible, with an electroencephalograph. 
(Experiences at Charity Hospital, New 
Orleans, Louisiana). 


+ 


Diagnosis of Pelvic Tumors 
To the Editor: 


In every case, where a neoplasm is 
present, every attempt should be made to 
make a correct diagnosis regardless of 
whether or not surgery is contemplated. 
In most instances, vaginal bimanual 
examination sometimes aided by bi- 
manual rectal examination suffices to 
make the correct diagnosis. In other 
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instances, aid must be enlisted by means 
of x-ray pictures, hysterosalpingography, 
pneumoperitoneum, peritoneoscopy, and 
other means. Likewise laboratory tests 
such as sedimentation rate, biologic tests 
for pregnancy, endometrial biopsies, pel- 
vic punctures, etc., may be necessary 
and helpful. 


Some tumors require no operation. 
This is particularly true of small, 
symptomless fibroids, and also ovarian 
cysts. In some cases of uncertain diag- 
nosis, as for example where an unrup- 
tured tubal pregnancy is suspected, a 
posterior colpotomy with palpation: and 
inspection of the mass will give the 
correct diagnosis. 

In all cases of pelvic neoplasms in 
women, pregnancy must be ruled out. 
In all suspicious cases there is cer- 
tainly no harm in waiting a few weeks 
for re-examination of the uterus, even 
if the biologic test for pregnancy is 
negative—J. P. GrEENHILL, M. D. 55 
East Washington Blvd.. Chicago, Il. 
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Breast Feeding Technic 


. For the first day, to breast for no 
longer than two minutes every six 
hours. 

. During the next day, to breast no 


more than four minutes every four 
hours. 


. Thereafter no more than ten minutes 
at three or four hour intervals. 


. Water, saline, or 5 per cent sugar 
solution as desired after each feed- 
ing. 

. Allow no complementary or supple- 


mentary formula unless specifically 
ordered. 

Particulary pernicious is the common 
practice of leaving nursing bottles 
“propped”’ in the crib near the baby’s 
mouth. The advisability of including late 
night feedings, such as at 2 a.m., must 
be judged fof each case. Feeding accord- 
ing to rigid time schedules rather than 
the individual infant’s particular needs 
in not ideal but is the only practical 
plan which can be followed in most 
nurseries. 

Artificial feedings, alone or as supple- 
ments, should only be allowed for specific 
clearly understood indications. Breast 
feeding properly initiated, can be suc- 
cessful in 80 per cent of infants. Pro- 
vided there are no absolute contraindi- 
cations, a trial of breast feeding should 
always be encouraged.—South Colo. Bull. 
for Phys., Mar. 1. 1945. 


The Diagnosis of Coronary 
Disease 

Coronary Disease. Disease of the 
coronary arteries is usually arterio- 
sclerotic in nature. Less frequently 
syphilis may involve the coronary ves- 
sels, producing lesions at the coronary 
orifices, resulting in angina or closure of 
a vessel with infarction. (Other condi- 
tions, such as thrombo-angiitis obliterans, 
periarteritis nodosa, or emboli may rarely 
affect the coronary vessels.) 

In the absence of such conditions in 
adults, particularly above the age of 
thirty-five to forty, angina pectoris and 
evidences of myocardial infarction may 
be assumed to result from coronary 
arteriosclerosis. Narrowing or obstruc- 
tion of these vessels leads to a failing 
supply of oxygen to the heart muscle. 
resulting in symptoms. 

Coronary arteriosclerosis must be diag- 
nosed from ‘the clinical picture pre- 
sented. At least four distinct pictures are 
produced. These are: (1) Arrhythmias, 
(2) congestive heart failure, (3) angina 
pectoris, and (4) coronary thrombosis. 
Any one or all of these may appear in 
one patient at one time or another. With 
the picture of arrhythmias diagnostic of 
heart disease, such as auricular fibrilla- 
tion or heart block, all other findings 
may be negative and the diagnosis of 
arteriosclerotic heart disease (indicating 
coronary sclerosis) rests upon the dem- 
onstration of arteriosclerosis in the 
eyes or periphery in an individual of 
sufficient age in the absence of evidence 
of other types (rheumatic, thyrotoxic, 
and so on) of heart disease. The same is 
true of arteriosclerotic heart disease 
manifested as congestive heart failure. 
In such instances, electrocardiographic 
changes may indicate myocardial dam- 
age, but usually are not diagnostic of 
the etiologic and anatomic types. Since 
arteriosclerosis may vary greatly in its 
severity in different parts of the body, 
coronary artery involvement may be 
severe with little peripheral sclerosis, 
or vice versa. One can see that at times 
then, when the clinical expressions 
of coronary sclerosis are auricular fibril- 
lation and or congestive heart failure. 
the anatomic diagnosis rests on nega- 
tive data. Such diagnoses are at best 
poor ones, and are always doubtful, for 
all other possibilities cannot be ruled out 

The establishment of the diagnosis of 
angina pectoris or myocardial infarc- 
tion carries with it the implication of 
coronary sclerosis, and, in infarction, 
coronary occlusion as well, with the ex- 
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ception of the rare conditions already 
noted. The failing supply of oxygen to 
the heart muscle results in pain, infarc- 
tion of muscle, and even sudden death. 
Angina pectoris is caused by temporary 
ischemia of muscle, resulting from fail- 
ure of the coronary arteries to cope with 
the increased need of blood to the heart 
with exercise, emotional stress, tachy- 
cardia, and increased work. The impor- 
tance of spasm in such conditions is not 
established. With- sudden occlusion there 
is abrupt interference with circulation to 
in area of heart muscle, leading to in- 
farction. Infarction may occur without 
evidence of coronary occlusion, especially 
under severe strain when coronary 
sclerosis is marked. Likewise, coronary 
occlusion may be gradual, may permit 
development of collateral circulation, and 
result in gradual fibrosis without pain or 
infarction.—South. Colo. Bull. Phys., 
Mar. 7, 1945, 


Vicarious Expression in 
the Neuroses 


Every neurosis is more or less a flight 
from reality. Whenever the stress of life 
is too strong one may find refuge in 
fantasy. The conflict between the inner 
emotions and the crushing realities of 
life often finds vicarious expression in 
the neuroses. The process is unconscious 
and, therefore, is not amenable to 
reason or logic. One cannot convince or 
be convinced. The emotions involved are 
too primitive. One may rationalize 
one’s behavior, one may give reasons 
which seem to explain, but, in reality, 
they do not touch the root of the problem. 
But the neurosis serves a useful purpose. 
It acts as a safety valve for the emotions. 
True, it is an infantile way out of a 
difficulty, but it is none the less an 
attempt at an adjustment to reality.— 
WEcHsLeR, I. S.: "The Neurologist’s 
Point of View,’’ New York, L. B. 
Fischer, 1945. 


Foreign Body in the Eye 
A simple, safe method of removing superficial foreign bodies from 
the eye is illustrated by Clinical Medicine’s artist. 


An ordinaray 10 or 20 cc. syringe is used. The sharp point of a 
hypodermic needle is clipped off so that it may be used close to the 
eye, even when the patient is not well controlled such as with a child, 


or use on board a ship. 


Sterile water, boric acid solution, or physiologic saline solution 
may be used. Local anesthesia is obtained with cocaine solution. The 
point of the needle is held one inch from the eye, if there is any dan- 
ger of movement, and a stream of liquid directed at the foreign body, 
or directly beside it. (Text adapted from U. S. Navy Medical Bulletin). 
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Care of the Normal Newbern 


Among the most important functions 
of the pediatrician is that of anticipating 
and answering numerous’ questions 
raised by a ‘‘new mother’’—and in most 
minute detail! Before that one must: 


(1) Clamp and tie the cord, only after 
it has ceased to pulsate (excep- 
tions may occur). 


(2) Carry out proper resuscitations 
when necessary (cardinal princi- 
ples listed): 

- Immediate warmth. 

. Minimal amount of handling. 

. Clear, open airway. 

. Oxygenation of blood stream 

within thirty seconds of severing 

cord. 


(3) Obey the law by carefully placing 
silver nitrate in the baby’s eyes— 
and wash it out! 

(4) Satisfy himself that the infant has: 
a. Satisfactory pulmonary ventila- 

tion. 

b. No congenital anomalies. 

ce. No significant hemorragic mani- 
festations. 

d. No abnormal 
tures. 

(5) See that necessary measurements 
and proper. identification pro- 
cedures have been completed. 

a. Though the nurse usually does 
this the law holds the doctor 
responsible. 

b. It is commonly agreed that con- 
ventional hand and foot print- 
ing methods are almost 
worthless for purposes of iden- 
tification. 

c. Beads or tapes are still stand- 
ard—see that beads are properly 
sealed. 

(6) Leave proper orders for the infant 
—and insist upon their proper 
execution. (No “nursery routine’ 
is foolproof enough to fit every 
case; babies are as different as 
adults and deserve as much in- 
dividualization) . 

(7) Don’t handle: The watchword or 
slogan of any proper newborn nurs- 
ery should be “A minimum of 
handling consistent with the baby’s 
welfare.”’ 

With only a few exceptions, such as 
need for resuscitation, control of hemor- 
rhagic manifestations, or necessary ex- 
aminations, babies should be left entirely 
undisturbed. With the cord properly 
dressed and meconium and blood gently 
removed with sterile oil and cotton, the 
baby should be wrapped loosely in a 
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cotton flannel cover and left undisturbed 
in the crib until the first feeding is due. 
—South Colo. Bull. Phys., Mar. 1, 1945. 
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Sulfonamide-Resistant Gonorrhea 

Sulfathiazole in doses of 4 gm. on ad- 
mission, 2 gm. every four hours for 
five doses and 1 gm. five times daily 
for a total of 5 days, cured 85 percent 
of cases of gonorrheal urethritis. An ad- 
ditional 2 per cent were cured by a sec- 
ond course. Eight per cent required 
intravenous typhoid vaccine injections 
(50 million initially followed by, at two 
day intervals, 100 million, 150 million 
and so on, increasing 50 million at each 
injection). Apparent cure was obtained 
in two thirds of the sulfonomide re- 
sistant cases, even though this therapy 
was combined with 1 gm. of sulfathia- 
zole 5 times daily.—E. GreENWALD, M.D., 
in Venereal Dis. Inform., Oct. 1944. 


(This technic is applicable in general 
practice. The sulfonamide complications 
reported were leukopenia, high fever, 
toxic dermatitis, conjunctivitis and gas- 
trointestinal symptoms. Injections of 
liver extract were given at two day 
intervals for leukopenia.—Ed.). 


a 


Uterine Fibroids: Radium Therapy 
To the Editor: 


The simple insertion.of an appropriate 
dose of radium into the uterine fundus 
is an effective treatment for the non- 
malignant bleeding uterus at or about 
the menopause. Fibrosis uteri, intra- 
mural fibromyomata and myopathia 
uteri are included in this category. A 
diagnostic curettage and pelvic exami- 
nation under general anesthesia are 
essentials. Menstruations gradually 
cease and maximum shrinkage is not 
obtained for at least one _ year. 
Hypertrophic, polypoid or hyperplastic 
endometritis without much uterine 
enlargement and which does not respond 
to a curettage, can be treated similarly. 
Intra-uterine radium can be used for en- 
largements to the size of three or four 
months pregnancy. Larger ones should 
be removed surgically, unless cardiac 
lesion, renal dysfunction or obesity deny 
surgical interference. 


The contra-indications are peduncu- 
lated fibroids, calcified tumors, younger 
women and women who still desire 
children. 


Never omit the diagnostic curettage. 
The radium dosage can be adapted to 
the uterine depth, the age of the patient 
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and the extent to which menstruation 
is to be controlled or concluded. Cervical 
stenosis can occur if the radium is used 
in the canal instead of the fundus.— 
EpwarD SKINNER, M.D., Professional 
Building, Kansas City, Kansas. 
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Plaster Casts For Compound 
Fractures : 
The vaseline gauze used in packing a 
wound is often packed in so tightly that 
it enlarges the wound and dams up 
secretions and pus. Adequate drainage 
should be furnished and the gauze packed 
in lightly. Also, the wound should be 
enlarged surgically if necessary to permit 
free drainage. The covering dressing 
should be such as to permit the vaseline 
pack to extrude from the wound as heal- 
ing takes place. 


Through-and-through wounds should be 
lightly packed from both ends but the 
vaseline pack should not be pushed all 
the way through. 

Upper arm and femur fractures should 
be immobilized by a spica cast so that 
immobilization will be attained. 


Casts should be padded over bony 
prominences, especially over the heel 
and dorsum of the foot, to avoid pres- 
sure sores. — D. C. McKeever, M. D. 
(Commander M.C. U.S.N.R.) in Naval 
Med. Bull., Jan. 1945. 


- 


Absorbable Gauze (Oxidized 
Cellulose) for Bleeding 


Cotton, gauze and paper may be oxi- 
dized by nitrogen dioxide to form 
oxidized cellulose (cellulosic acid). 


Such material may be applied to ooz- 
ing surfaces and permitted to remain 
there, as they cause hemostasis and are 
absorbed in varying lengths of time. It 
must be remembered that they consti- 
tute, until in solution, foreign bodies, 
even though they are non-irritating.— 
VIRGINIA FRANTZ, M, D. in J.A.M.A., Nov. 
17, 1945. 


+ 


The Changing Practice of Medicine 

The accompanying chart graphically il- 
justrates in what direction the practice 
of tomorrow is headed. The acute infec- 
tious diseases are decreasing in severity 
and frequency. The diseases of older 
persons are becoming more numerous 
as more persons live past 40 years. The 
chart indicates the general trend of 


death rates since 1930, in New York 
City (thanks to Time editors for giving 
permission to duplicate their graph). 
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Heart Disease and Pregnancy 


Pregnancy increases the blood flow 
and the work of the circulatory appa- 
ratus 25 per cent. . 


Many signs and symptoms suggestive 
of heart disease may be seen in preg- 
nancy even when the heart is normal. 
This has necessitated the use of a 
preliminary diagnosis of ‘‘possible heart 
disease.’”’ Dyspnea, tachycardia, and 
edema have a relative value. They may 
be produced by pregnancy, but in the 
presence of heart disease they indicate 
that the damaged heart is becoming 
embarrassed. Cardiac enlargment is of 
diagnostic value only when it is definite. 
Murmurs are of real value only under 
certain circumstances; a presystolic 
murmur at the apex and a diastolic 
over the aortic area are most sugges- 
tive. Systolic murmurs must always be 
considered in relation to other findings. 
Arrhythmias are of the same diagnostic 
value in pregnancy as those apart from 
pregnancy. A history of rheumatic fever 
is. suggestive. Heart failure should be 
suspected in the earliest signs of car- 
diac embarrassment because it is of the 
greatest therapeutic value to recognize it 
early. A prenatal or postpartum pulse 
rate over 110 and respiration of 24 are 
suggestive of early heart failure.—E. W. 
ANDERSON, M.D., in J. of Iowa S. M. S. 
March, 1945. 







































































































































































oo 








“Sucking” by Babies 

At about twelve hours after delivery, 
the nurse should ‘‘test’’ the infant with 
a small amount of sterile water. Any 
evidence of aspiration or respiratory 
distress with this maneuver calls for 
diagnostic esophageal catheterization in 
order to differentiate the occasional case 
of tracheoesophageal fistula from delay 
in establishment of a good sucking re- 
flex. After a satisfactory test, a pro- 
gram of breast or artificial feeding is 
initiated, according to well-known indi- 
cations. 







































































Absence of sucking reflex is regularly 
accompanied by absent or inadequate 
swallowing reflex. Water, breast milk, 
or formula should never be forced into 
the mouth and throat of an infant who 
fails to suck. Breast feeders are dan- 
gerous hazards of any nursery; a large 
part of anything forced into the mouth 
of a baby who won’t suck will almost 
certainly be aspirated into the lungs. 
When the sucking reflex is absent in an 
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infant, 
turity, narcosis from maternal medica- 
tion, cerebral damage or congenital de- 


something is wrong; prema- 


fect are leading causes. When such 
babies must be fed, the only proper 
technique is gavage.—South. Colo. Bull 
Phys., Mar. 1, 1945. 


a a 


Crying in Babies 

Vigorous crying is obvious evidence 
of a young infant’s competence. It shows 
that he is able to do his share in coping 
with adverse conditions. It is a signal 
meant to be heeded. Conversely, then 
prolonged or undue crying in the new- 
born is evidence of the incompetence 
of his caretakers. It shows that, some- 
how or other, our technics have not 
been able to meet his vital, physiologic 
need. ‘ 


The idea that the cessation of crying 
which occurs when a baby is picked 
up and fondled proves that he is 
“‘spoiled’’ has been repeatedly stated 
and deeply ingrained in lay and medical 
belief. While this idea sounds plausible, 
it is not based on sound reasoning be- 
cause a newborn baby is still function- 
ing on a subcortical level. That he can 
have enough intelligence to lie in bed 
and figure out that if he cries he will 
be fondled again seems highly improb- 
able. The cessation of his cry which 
follows attention merely proves that 
fondling is gratifying to a baby even 
in his automatic stage; it is un- 
doubtedly another reflex of the new 
born.—C. A. AtpricH, M.D., in Mayo 
Clinic Proceedings, February 21, 1945. 


ma 


Nipple Discharge During 
Pregnancy 


The writer pays no attention to the 
appearance of a fluid discharge from the 
nipples during pregnancy. Secretion from 
the breasts depends upon three hor- 
mones. Estrogens produce proliforation 
of the duct system of the breasts and 
progesterone stimulates the development 
of the alveolar system. The actual flow 
of milk, however, depends upon prolac- 
tin, an anterior pituitary hormone. 


Secretion of milk can be inhibited by 
hormones which suppress the anterior 
pituitary. The simplest is stilbestrol.— 
J. P. GrReENHILL, M. D., 55 E. Wash- 
ington, Chicago, Ill., (Personal letter). 
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Significance of Angina Pectoris 


Angina pectoris is really a symptom 
of coronary insufficiency so striking that 
it has been considered a separate dis- 
ease. Its chief component is a precordial 
pain usually described as pressing, chok- 
ing, or strangling, or, more rarely, burn- 
ing, with a tendency to radiate toward 
the arms, particularly to the left arm. 
Radiation to the left side of the neck 
or jaw is less common. This pain is 
brought on by exertion, excitement, a 
full meal, smoking, exposure to cold, or 
sometimes by unknown factors during 


which time the patient is immobile. If 
it lasts over half an hour, it is probably 
not true angina. Abnormal physical signs 
are lacking except for cardiac enlarge- 
ment, (not always present) irregularity 
or other findings due to coronary sclero- 
sis. The administration of nitrites re- 
lieves the attack. Inhalation of a pearl of 
amyl nitrate or 1/200th grain of nitro- 
glycerine crushed and dissolved under 
the tongue are the best forms to use. 
Sodium nitrite in the dose of 1/2 to 1 
grain by mouth is slower in action and 
so is less effective as a prophylactic. 
—Bull. South. Colo. Phys., March 7, 1945. 


Common Mistakes in General Practice 
(Malignant Lesions of the Colon) 


What is the cause of crampy abdom- 
inal pain, vomiting and constipation, 
without fever, leukocytosis or abdominal 
tenderness? 

“One of the most common mistakes is 
the confusion of intestinal obstruction 
with appendicitis. Patients will complain 
of cramp-like, colicky abdominal pain 
for several days, but because their white 
cell count is normal, temperature is nor- 
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mal and there is no right lower quad- 
rant tenderness, the diagnosis of mild, 
subacute appendicitis is made. Intestinal 
obstruction is not diagnosed until marked 
abdominal distention, vomiting, fast pulse 
and a seriously ill patient are observed.”’ 
(Letter by William F. Reinhoff, Jr., Sur- 
geon, 1201 North Clavert St., Baltimore, 
2, Maryland to editors of CuoyicaL MeEpr- 
CINE. 
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Vaginal Bleeding 


e@ The passage of constipated stools, the 
heat of a vaginal douche, the touch of a 
dovche nozzle or of the penis on inter- 
course, may cause slight bleeding from 
a cancer of the uterine cervix. 

If the lesion (a cauliflower, hard mass 
or ulcer) is not visible, introduce a sound 
into the cervical canal. A cavity result- 
ing from an ulcerated cancer may be found 
or bleeding may follow. On bimanual 
examination, especially rectoabdominal 
palpation, a ‘‘ballooned”’ cervix leads to 
the same diagnosis—F. V. EMMERT, 
M.D., in Surg. Clin. Am. Oct. 1944. 


oe 


The Laboratory Diagnosis 
of Tuberculosis 


@ In the routine examination of speci- 
mens for evidence of tubercle bacilli, 
microscopic examination should be sup- 
plemented by animal inoculation: Speci- 
mens for detection of tubercle bacilli 
shovld be examired routinely by at 
least two methods. In the 590 cases ex- 
amined for the detection of tubercle ba- 
cilli, animal inoculation proved to be far 
superior to the microscopic examination. 
A certain percentage of ‘‘positives’’ will 
be missed by any type of examination 
when a comparative study is made. 
—M. E. Koons, M.D., in J. Lab. Clin. 
Med., Jan. 1944. 
Sa 


Morning Nausea of Cirrhosis 
@ Morning nausea is a common symp- 
tom of cirrhosis of the liver.—N. W. 
Cuarxin, M.D., in Am. J. Dig. Dis., 
February, 1945. 

a 


Cirrhosis Versus Colonic Cancer 
e Alternating constipation and diarrhea, 
weight loss and occult blood in the stools 
are frequently found in liver cirrhosis, 
with the clinical picture indistinguish- 
able from carcinoma of the colon. 
N. W. Cuarxin, M.D., Am. J. Dig. Dis., 
February, 1945. 
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New Hospital Equipment 

@ New ideas in hospital equipment in- 
clude 1. Lavatory basins that will swing 
over the patient’s bed ard permit wash- 
ing and shaving without assistance. 2. 
Fowler beds which operate with electric 
motors, permitting adjustment with push 
buttons. 3. Bedpan units which extend 
from a bedside cabinet and allow self 
service and automatic disposal. 

The new layout consists of an arrange- 
ment of the operating rooms in a circle 
around a centralized work and sterilizing 
area; patients enter through exterior cor- 
riders eliminating all cross traffic.—Per- 
manente Found. Med. Buil., Jan. 1945. 

> 
Chest Pain in Pulmonary Cancer 


@ Pain may be the earliest symptom of 
peripherally located bronchogenic lung 
carcinoma, Vague thoracic pain may be 
a symptom—O. T. Cuaccerr, M.D., in 
Med. Clin. No. Amer., Aug. 1944 

+. 
Symptoms of Appendicitis 
@ Pain always precedes nausea and 
vomiting in appendicitis. The only ex- 
ception is the rare case of appendicitis 
following an acute enteritis—W. H. 
CoLe, M.D., in Miss. Valley Medical Jour- 
nal, January, 1945 


a 

Neurosis in Older Persons 

@ As most neuroses date back to adoles- 
cence, one should be cautious in making 
such a diagnosis in a person past 40 
years who has been well previously.— 
“Textbook of Medicine’ by R. L. Cecn, 
M.D. 


+ 

Rapid Test for Sulfonamide 

in Urine 

@ The method is based on the color re- 
action in. the presence of acids between 


crude cellulose (newspaper, match- 
sticks, pine shavings) an¢ the arylamine 
group. Moisten a small area on a blank 
strip of newspaper with a drop or two 
of the specimen to be examined. Then 
place a small drop of dilute hydrochloric 
acid (1:4) on the center of the moistened 
area. The immediate appearance of a 
yellow to orange color indicates the pres- 
ence of sulfonamide compound. 

Paper made from refined pulp (for 
example, white bond) will not give the 
reaction.—Hueata, R., War Med., Jan., 
1944. 
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Kluids for Newborns 


® Prelacteal feedings are of little value 
except to support fluid intake when the 
breast milk supply is being very slowly 
established. When neonatal weight loss 
is excessive, when the weather is very 
hot, (and when you can believe the 
scales) plain water, normal saline, or 
5% sugar solution may be freely used be- 
tween and after breast feeding. Early 
administration of subcutaneous fluid is 
advisable before clinical evidences of de- 
hydration appear; one or two hypodermo 
clyses at eight hour intervals frequently 
make the difference between a ‘‘good’”’ 
and a “lazy”? nurser.—South. Colorado 
Bull. Phys , Mar. 1, 1945. 


* 


Varicose Ulceration 


® The response to the treatment of vari- 
cose ulceration depends on its duration, 
the extent of the ulceration, and the con- 
dition of the surrounding tissues in terms 
of scarring, phlebitis and lymphatic ob- 
struction. 

From ‘Minor Surgery,” edited by 
Humphry Rolleston and Alan Moncrieff 
(Philosophical Library). 
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Penicillin for Balanitis 


® Local instillation of a penicillin solu- 
tion containing 250 units per cc. resulted 


in remarkable improvement of cases 
with balanitis and unretractable prepuce. 
Circumcision was possible in 2 to 3 days; 
dorsal slit was avoided in all cases.— 
hg THompson, M.D., in J.A.M.A., Oct. 


+. 
Painless Penicillin Injection 


@ Penicillin injections may be made 
painless by mixing the penicillin solution 
with 1 per cent procaine solution before 
injecting it intramuscularly.—A. FLEemM- 
ING, M.D. in Lancet (Eng.), Nov. 11, 1944. 
(As previously reported in Clinical Medi- 
cine, procaine solution can be mixed with 
cold vaccine and other vaccines; salyr- 
gan for intramuscular injection and so 
on.—Eb.) 


THERAPEUTICS 


Vitamin B and Liver 
for Celiac Disease 


e@ Intramuscular injections of vitamin B 
complex and injections of liver extract 
in cases of idiopathic celiac disease and 
celiac syndrome in children resulted in 
satisfactory weight and height gain, and 
improvement in general health. Treat- 
ment must be continued for months. Aft- 
er a few weeks, the diet can be in- 
creased to a full, normally balanced diet. 
—D. Paterson, M.D., in Arch. Dis. Child., 
Sept. 1944. 

es 
Examining The Virgin 
@ Virginity is a state of mind rather than 
a state of anatomy. The failure to do 
vaginal examinations on unmarried girls, 
where the question is important and to 
resort to some second best method, is 
unsound . . . Usually with patience and 
consideration, it is possible to stretch the 
hymen so that one or two fingers may 
be inserted. The cervix and vagina can 
then be inspected with the smallest size 
speculum.—James C. JANNEY, M.D., in 
‘Medical Gynecology”’ (W. B. Saunders 
Co., Publishers). 


> 


Treatment of Chest Wounds 


@ The essentials are: Local care of 
wound, debridement, removing superfi- 
cial foreign bodies and closure of pleural 
wounds. Aspirations only for respiratory 
embarrassment. Do not inject air into 
the chest. Sucking wounds should be 
sutured at once; if too large, air tight 
vaseline gauze dressing must be applied 
to stop mediastinal flutter —J. H. Ros- 
BINS, M.D., in Bull. Am. Coll. Surg. 


ee 
Gout 


@ Crude liver extract is often effective 
in treating gout. Colchicine is given in 
doses of 1/100 gr. every 2 hours until 
symptoms disappear. No alcohol or tea 
is allowed. 

In the chronic stage, 10 gr. of acetyl- 
salicylic acid is given every 4 hours for 
three days and colchicine gr. 1/100 every 
four hours for two days of the week. No 
treatment is given on 2 days of each 
week.—H. H. Trius, M.D., in J. Med. 
Soc. New Jersey, Dec., 1944. 





NEW BO0hS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


A HANDBOOK OF PSYCHIATRY 


Karnosh 


A HANDBOOK OF PSYCHIATRY. By Louis 
J. Karnosh, M.D., Associate Professor of 
Nervous Diseases, School of Medicine, West- 
ern Reserve University, Cleveland, in Col- 
laboration with Edward M. Zucker, M.D., 
Clinical Instructor in Nervous Diseases, 
Western Reserve University. C. V. Mosby 
Company, 1945. Price $4.50. 
Sufficiently elementary and concise to be 

truly a handbook. It closely follows the older 

text ‘‘Psychiatry for Nurses’’ by Karnosh and 

Gale but it does not contain the detailed 

psychiatric nursing techniques. A chapter is 

added on psychosomatic medicine but is far 
too brief and superficial in this broad field. 


The chapter on war neuroses is timely and 
summarizes our present psychiatric knowl- 
edge and concept of these currently prevalent 
disorders. 


The book should be a handy reference for 
the busy practitioner who so frequently sees 
mental disease in its inception and is so ad- 
mittedly baffled, scientifically, by the most 
typical and classical cases of mental aber- 
ration.—Psychiatrist E.D.J. 


* 


CANCER OF THE COLON 
AND RECTUM 


Rankin 


CANCER OF THE COLON AND RECTUM: 
its Diagnosis and Treatment. By Fred W. 
Rankin, B.A., M.A., M. D., Sc.D., F.A.CS., 

Surgeon St Joseph’s and Good Samaritan 

Hospitals, Lexington, Kentcky, and A. 

Ss Graham, M.D., M.S. (in surgery), 
.A.C.S., Surgeon Stuart Circle Hospital, 

Richmond, «Virginia.—Charles C. as, 

Second Printing, 1945. Price $5.50. 


The monograph by Rankin and Graham on 
rectal carcinoma is indeed authoritative. The 
condition is considered from every angle, in- 
cluding the anatomy and P hysiology of the 
rectum and colon. The etiologic factors, with 
particular stress placed on the role which 
the polypi play, are considered in detail, as 
is the clinical picture and differential diag- 
nosis. The treatment, both preoperative and 
postoperative, is considered in detail, together 
with the results obtained by the various types 
of operative procedure, In addition to this, 
there is a chapter on the radiation thera 
which is written by Fred M. Hodges. Certaii 
no surgeon doing large bowel surgery should 
be without this monograph, and it is an ex- 
cellent reference book for the physician as 
well.—A. O., D. 
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APPROVED LABORATORY TECHNIC 
Kolmer and Boerner 
APPROVED LABORATORY TECHNIC. By 
John A. Kolmer, M. D., Professor of Medi- 
cine in the School of Medicine and Dentis- 
try, Temple University, and Fred Boerner, 
V.M.D., Associate Professor of Clinical Bac- 
teriology, School of Medicine, University 
of Pennsylvania, D. Appleton-Century Co., 

1945. Price $10.00. 

For those who wish a complete, authori- 
tative and detailed laboratory text, this vol 
ume is warmly recommended. 

Examinations of saliva, pancreas function 
tests, hormone and vitamin studies of the 
blood and urine, and virological examina- 
tions have been added to this, the fourth 
edition. 

Changes due to disease and their interpre- 
tation are presented in a companion volume, 
“Clinical Diagnosis by Laboratory Examina- 
tions,’’ edited by J. A. Kolmer. 
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TREATMENT IN GENERAL PRACTICE 


Beckman 

TREATMENT IN GENERAL PRACTICE. 

By Harry Beckman, M.D., Professor of 

Pharmacology, Marquette University School 

of Medicine, Milwaukee, Wisc. W. B. 

ae Company; Fifth Edition. Price 

A complete book on therapy for the mature 
physician. It is not of the ‘‘cook-book’’ type 
with rows of diseases and methods of therapy 
in adjoining columns, nor the didactic type in 
which only one form of treatment is given. 
The author describes, from his experience and 
from the literature, often in the original au- 
thor’s own words, what methods are (1) suc- 
cessful, (2) logical and (3) furnish exact 
technic of administration. 
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CONSTITUTION _ DISEASE 


(one 
Constitutional Pathology). By Julius 
M.D., Professor of Bical” Medicine, Col- 
lege of Medical Evangelists, Los Angeles, 
Cal., Grune & Stratton, New York. Second 
Nag Revised and Enlarged, 1945. Price 
At first, one is unable to evaluate this little 
book. It seems to be so remote from clinical 
medicine as to have no connection. Then one 
realizes that, in actuality, the author is looking 
at each patient from a very wide viewpoint, 
from the hereditary, constitutional, endocrin- 
ologic standpoints rather than the present me- 
chanical attitude. The book is recommended 
to thinking physicians who wish to know the 
= < presented by their patients. 
—R. L. G. 


Baue 
CONSTITUTION AND DISEASE. 


a 
ane OF ALLERGY 


ESSENTIALS OF ALLERGY. Leo H. Criep, 
M.D., Asst. Professor of Medicine, and Lec- 
turer in Immunology, University of Pitts- 
burgh School of Medicine. J. B. Li tt 
Co. With 42 illustrations, 1945, Price $5.00. 
The author is able to discuss the difficult 

subject of allergy clearly and informatively 

(readers will remember his article in Clinical 

Medicine). By devoting the first section of his 

manual to immunology, the usual empirical 

approach to allergy is avoided. 

For the busy practicing physician, this 
second section gives quickly yet scientifically 
the essentials of diagnosis and treatment of 
allergic conditions. Differential diagnosis is 
emphasized. The diagnosis of allergic skin 
reactions is well presented. 
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SYNOPSIS OF MEDICINE 
Tidy 
A SYNOPSIS OF MEDICINE, Eighth Edition, 

Revised and Enlarged. By Sir Henry Leth- 

eby Tidy, K.B.E., M.A., BCh. (Ozxon.) 

F.R.C.P. (Lond.). ‘Consulting Physician to 

St. Thomas Hospital, Hon. Major-General, 

lately Consulting Physician to the British 

Army. Williams & Wilkins Company, Balti- 

more, 1945. Price $7.50. 

We look back on our ‘“‘Tidy’’ with fond re2- 
membrances of how it helped us through 
medical school. Each disease included in in- 
ternal medicine is presented briefly in outline 
form, with headings and subheadings so that 
one can see at a glance the important as- 
pects. both clinical and pathologic. It is espe- 
dally helpful in practice when one wishes to 
know the incubation period, characteristic 
symptoms and signs, concensed treatment. 
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BIOCHEMISTRY 


Cantarow and Trumper 

CLINICAL BIOCHEMISTRY, By Abraham 
Cantarow, M. D., Professor of Physiologicat 
Che mistry, Jefferson Medical College, Phila- 
delphia, Pa., and Max Trumper, Phd., Lt. 
Commander H(S) USNR., Naval Medical 
Research Institute, National Naval Medical 
Center, Bethesda, Md.—W. B. Saunders 
Company, 1945, Price $6.50. 

This text correlates physiology, bicchem- 
istry and clinical medicine into an even ‘low- 
g story in which each branch of medicine 
dds its bit to understanding the functions of 
i body in health and disease. 
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SCIENCE IN PROGRESS 


Baitsell 
SCIENCE IN PROGRESS. Edited by George 
A. Baitsell, with a Foreword by Lorande 
Loss Woodruff. — Yale ow Press, 
Fourth Series, 1945. Price $3.00 


This magnificent book contains ‘1 papers, 


herve impulses, mathematical nature of physi- 

theories, magnetic approach to absolute 
ero of temperatue, drift toward equilibrium, 
reams of atoms, adventures in vacuum 

mistry, preseht status of vitamin B com- 
plex and blood and blood derivatives. Each 
s written by an authority for presentation 
oa Sigma Xi Chapter Group. 
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THE PSYCHOLOGY OF WOMEN 


Deutsch 

E PSYCHOLOGY OF WOMEN: A Psy- 
choanalytic Interpretation. By Helene Deutsch. 
M. D., Associate Psychiatrist, Massachusetts 
General Hospital; Grune & Stratton, Vol. 
II. 1945. Price $4.50. 

Volumes I, Girlhood, and II, Motherhood, 
resent a psychoanalytic interpretation of 
omen from prepuberty through the climac- 
ium. Men and women, professional and lay, 

study these volumes with profit a 
hey have basic understanding of human 
ychology. The language is simple and vivid, 
he presentation is forthright. Just before 
traight scientific explanation becomes heavy 
here is the relief of Well chosen examples 
om the author’s own rich experience or 
om classic literature. 

In volume II the chapters on Pregnancy, 
livery, Confinement and Lactation, Mother- 


Child Relations, Adoptive, Unmarried, and 
Step Mothers, and Climacterium are of par- 
ticular interest to physicians specializing in 
obstetrics, pediatrics, and disorders of the 
menopause, psychiatrists, and social workers 
in child placing agencies. ‘‘Motherliness,”’ 
“sexuality and motherhood,’’ vaginal func- 
tions and expressions, ‘‘purifying effect’’ and 
suffering in childbirth, aggressions related 
to nursing, anxieties, the ‘‘wicked’’ step 
mother and ‘‘good’’ foster mother, and ‘‘sec- 
ond puberty”’ of the climacterium are clearly 
presented and in a most revealing and accept- 
able manner.—Psychiatrist F. S. 
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ATLAS OF BLOOD DISEASES 
Piney 
CLINICAL ATLAS OF BLOOD DISEASES. 

By A. Piney, M.D., M.R.C.P., Physician, 

St. Mary’s Hospital for Women and Children; 

and Stanley Wyard, M.D., F.R.C.P., Phy- 

sic:an, Ihe Royal Cancer Hospital, London, 

England. Sixth Edition. 1945. Blakiston 

Company, Philadelphia. $5.00. 

A handocok containing many full-colored, 
lifelike plates showing typical cells encoun- 
tered in normal and abnormal blood, Brief 
descriptions are given of the various blood 
diseases, including symptoms, diagnostic 
points, pathologic diagnosis, etiology, pathol- 
=“ treatment. It is wonderfully helpful.— 

rof. W. 
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TOBACCO AND HEALTH 
Steinhaus 


TOBACCO AND HEALTH, Some Facts About 
Smoking. By Arthur H. Steinhaus, Ph.D., 
Professor of Physiology, George Williams 
College, Chicago, Ill.—Association Press, 
National Council of Young Men’s Christian 
Association, 1944. Price 35 cents. 

A pocket-size booklet giving scholarly 
presentation of what physiology and clinical 
medicine has proved concerning the effects of 
smoking. Physicians, being creatures of emo- 
tions rather than logic, will probably continue 
to smoke just as much but can use the in- 
formation in relieving their patients’ symptoms 
which are due to smoking. 


+ 


INTELLIGENCE AND ITS DEVIATIONS 
Sherman 


INTELLIGENCE AND ITS DEVIATIONS. 
By Mandel Sherman, M.D., Professor of 
Educational Psychology, The University of 
Chicago. The Ronald Press. Price $3.75. 
This books treats together the medical, 

psychological, and social aspects of mental 

deficiency and retardation. Because of this 
integration it should be of interest to the 
pediatrician, medical student, and psychologist. 

The theories of the nature of intelligence, 
experimental material, and mental testing are 
well covered. The last part of the in- 
cludes discussions on intelligence and psy- 
choses, classification of mental deficien 
and specific brain pathology such as bir 
injury, drocephalus, microcephaly, encepha- 
litis, and syphilis. The symptoms and treat- 
ment of epilepsy, mongolism, and cretinism 
are covered at length. 

A wealth of information is found 

small book. The psychological data compil 

in this one volume will be of considerable 

value for reference for the medical clinician 

and student, while at the same time the m 

cal information is so presented as to be cunally 

helpful to the psychologist.—Psychiatrist F. S. 





CLINICAL MEDICINE 


PEDIATRICS AND PROGRESS 
Abt 


BABY DOCTOR. By Isaac A. Abt, M.D., Mc- 

Graw-Hill, Price, $2.50 

This stimulating autobiography not only de- 
scribes the life record of a successful and 
eminent pediatrician, but also summarizes 
and interprets the rise of American pediatrics 
over the past fruitful half century. 

Dr. Abt, now aged 77 years and still active, 
has been a practitioner and consultant in Chi- 
cago all his professional life. He has served 
as Professor of Pediatrics at Northwestern 
University, editor of one of the most elaborate 
and comprehensive ‘‘systems’’ of pediatrics 
ever turned out, editor of the well-liked ‘‘Year 
book of Pediatrics’’ and an all-round student, 
teacher and public spirited citizen with na- 
tional as well as local activities to claim his 
time. He began his self-training at a time 
when ‘‘the care of babies, if assigned to any 
snecialist, usually fell to the obstetrician, who 
claimed it as his right.’’ He watched and 
abetted the transition from the time when a 
mother of ten children might hope that six 
or seven would survive up to the present 
safer era of prophylaxis, scientific feeding 
and minimal mortality. Recounted with sage 


and sparking humor are the successive ad- 
vances in our understanding of why children 
grow ill and how they can be kept well. 

Any reader whether doctor or layman may 
Po 


it with profit and pleasure.— 


a 


CLINICAL UROLOGY 
Lowsley and Kirwin 


CLINICAL UROLOGY. By Oswald Swinney 
Lowsley, M.D., F.A.C.S., Director, Depart 
ment of Urology of the New York Hospital 
and Thomas Joseph Kirwin, M.A., M.S., 
M.D., F.A.C.S., Attending Surgeon, Drawings 
by William P. Didusch. Second Edition. Two 
Volumes.—The Williams & Wilkins Com- 
pany, 1944. $10.09. 

The answer to a urologic question can be 
found in these two volumes. The technic of 
the various instrumental examinations, exact 
methods of securing anesthesia (at last, an 
author who warmly advocates continuous 
spinal anesthesia), examination of the urine, 
physical examination and history taking, kid- 
ney function tests, use and value of the x-ray. 
are followed by a discussion on each part of 
the genito-urinary organs concerning its em- 
bryology, anatomy, anomalies, physiology, in- 
juries, diseases and operative treatment. 

Didusch’s lifelike sketches beautifully illus- 
trate lesions and their surgical correction, 
and much of it (treatment emovhasized) that 
can be carried out by the general surgeon and 
physician. 

+ 


HEALTH COUNSELING FOR GIRLS 
Leonard 


HEALTH COUNSELING FOR GIRLS. By 
Margaret L. Leonard, Ed. D.,—A. S. Barnes 
any Company. Price $1.50. 

The “health counselor’’ is the member of 
the high school faculty responsible for de- 
tecting disturbed students and helping them 
straighten out their every-day personal prob- 
lems. The numerous records and analyses of 
a¢ctual health interviews given in this text 
make it evident that the author has rightly 
chosen to include such matter as emotional 
upsets, boy and girl relationships, and com- 
munal participation problems, in the same 
class with menstruation difficulties, fatigue, 
visual disorders and skin defects. A wide 
variety of such situations are analyzed and 


discussed. Much space is also given to de 
scribing the organization and workings of 
efficient health counselling program. 

The physician interested in problems of the 
adolescent will find this account instructiy 
and readable, though the point of view 
strictly that of the informed layman. Unfo 
tunately the discussions are confined almog 
exclusively to the behavior level. No doubj 
the teacher working with adolescent girls can 
refer to texts on hygiene, first aid, and 
chology, but nevertheless a book with 
title ought to discuss subjects such as den 
hygiene, epilepsy, chorea, rheumatism, pu 
polio paralyses, pregnancy, sex education 
race sensitivity, anxiety states, and cver 
fatigue. 

Apart from the above deficiencies the boo 
is a valuable contribution. All physicians cop 
nected with educational institutions should ep 
courage the development of adequate student 
— guidance programs in their school 


' 
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TOTAL WAR AND THE HUMAN MIND 
Meerlood 


TOTAL WAR AND THE HUMAN MIND 
By Major A. M. Meerlood, M.D. International 
Universities Press, Inc. 1945, Price $1.7 
Major Meerloo, a Dutch physician and psy 

chologist, first relates some of his own expe! 

ences in his two years of service in Germal 

Occupied Holland. He then describes ‘‘some o 

the main trends of mass reaction to the mise! 

ies and the temptations of German occupation. 

He explains most interestingly the ‘‘ecstacy 
of Germans for their Deutschland overridin 
individuality; the weapon of ‘‘fear’’ and it 

relation to ‘“‘aggressiveness,’’ ‘‘guilt,’’ a 
‘‘punishment;”’ and influence eg 

including German exploitation of ‘‘pity”’ 
its relation to ‘‘suffering,’’ particularly by 4 sé 
of “radio’’—successfully and to disadvantag 
He compares adolescent need for authoritj 
with Fascism, and the adult, with his mo 
individual security, with Democracy. He thei 
shows psychologically how preparation is bein 
made for the next war and offers suggestion 
as to how this can be avoided. 

This is a short book of 78 pages, concise 
authoritative, well written, and well wort 

reading.—F. S., M.D 


+ 


THE TECHNIQUE OF BANDAGING 
AND SPLINTING 
Tunick 
THE TECHNIQUE OF BANDAGING j 
SPLINTING: Including Sections on Slinj 
and Adhesive Plaster Strappings. By Arth 
M. Tunick, Major, Medical Corps, Arm 
the U.S.—Essential Books, 1945 Price 
One of the most practical texts ever Pp 
lished. 250 Sharp illustrations show every i 
portant technic in splinting broken bones @ 
in bandaging all parts of the body. 
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BRONCHIAL ASTHMA 
Unger 
BRONCHIAL ASTHMA. By Leon Unger, BS 
M.D., F.A.C.P. Assistant Professor, BD 
partment of Medicine, Northwestern 
versity Medical School, Chicago. 

C. Thomas, Springfield, Illinois, 1945. $9 
A beautifully printed and illustrated 
which contains all that is known concern 
bronchial asthma. The secticns on sped 
and nonspecific treatment are fully detailed. 





